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Cid, J. M.: An Epidermoidal Glioma of the Scalp 
(Glioma epidermoideo del cuero cabelludo). Rev. 
méd. Lat-Am., 1934, 19: 869. 


The author reports a case of tumor located be- 
tween the scalp and cranium. The histological 
diagnosis presented many difficulties as the structure 
of the neoplasm resembled that of several other 
neuro-ectodermic tumors such as the schwannoma, 
meningoblastoma, nevo-epithelioma, and neuro- 
myoma. On the basis of its morphological character- 
istics it could be grouped with the neuro-ectodermic 
tumors, but the variety of the latter to which it 
belonged could not be determined. 

The neoplasm is called by Cid an “epidermoidal 
glioma” to indicate that it was an atypical schwan- 
noma with cells that had an epithelial form and an 
epidermoidal arrangement. The evolution of the 
tumor cells seemed to be directed toward nevoid 
transformation, a fact suggesting a close relationship 
between the cells of Schwann and the epitheloid or 
Langerhans cells of nevi. W.H. Martinez, M.D. 


Dechaume, M.: Localized Hypertrophic Osteitis of 
the Maxillz. Pathogenesis (Ostéite hypertrophi- 
ante localisée des maxillaires. Considérations patho- 
géniques). Presse méd. Par., 1934, 42: 1124. 


The author reports in detail three cases of localized 
hypertrophy of the upper jaw. The ages of the pa- 
tients were twenty-eight, thirty-four, and forty-six 
years respectively and the duration of the disease 
ranged from a few months to five years. In each 
case the hypertrophy appeared clinically to be due to 
osteitis caused by infected teeth. The deformity 
was moderate, consisting of a diffuse swelling of the 
alveolar process. Roentgenograms showed mottling 
due to alternate areas of rarefaction and condensa- 
tion which was interpreted as evidence of osteitis 
fibrosa. Biopsies were made in each case. In two 
cases the specimens were sent to two pathologists, 
one of whom diagnosed the condition as a simple 
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osteitis and the other as a fibrous osteitis closely re- 
lated to giant-cell tumor. In the third case, in 
which the condition seemed clinically to be definitely 
of an inflammatory nature, the pathologist reported 
a change similar to that seen in leontiasis ossea. 
Studies of the blood revealed only a mild anemia in 
two cases. 

In considering these hypertrophic changes in the 
upper jaw as a whole the author states that the histo- 
logical changes are not sufficiently characteristic to 
serve as a basis of classification. Therefore, to dis- 
tinguish between giant-cell tumor, localized von 
Recklinghausen’s disease, leontiasis ossea, and hy 
pertrophic osteitis of purely inflammatory origin it is 
necessary to rely upon clinical signs. The cause, ex- 
cept when infection can be definitely established, re- 
mains obscure. Changes in the blood and the endo- 
crine organs are hypothecated. 

The article contains six roentgenograms and five 
drawings of casts of the teeth and jaws. 

ALBERT F.. De Groat, M.D. 


Di Natale, L.: Intraglandular Calculosis of the 
Submaxillary Gland (La calcolosi intra-ghiando- 
lare della sottomascellare). Arch. ital. di chir., 
1934, 37: 237- 


The author reports two cases of intraglandular 
calculi of the submaxillary gland and reviews the 
literature relating to these concretions. 

His first case was that of a man sixty-four years 
of age who had noted a small painful nodule in the 
region of the left submaxillary gland for about 


twenty months. The nodule slowly increased in 
size. Following the application of alcohol packs 
over the gland the symptoms gradually subsided. 
After the initial attack the patient was relatively 
well until about one month prior to his admission 
to the clinic, when he noted pain and a burning 
sensation in the region of the left submaxillary gland. 
The nodular mass in this region had recently again 
increased in size and its borders had become less 
distinct. 
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Physical examination revealed a mass the size of 
a walnut in the region of the left submaxillary gland. 
The overlying skin was cedematous. The tongue 
was displaced to the right by protrusion of the mass 
into the floor of the mouth. 

Under local anesthesia, the author resected the 
entire submaxillary gland. The resected mass was 
about the size of a hen’s egg and in one pole there 
was a calculus the size of a small nut. Histological 
examination of the resected gland showed a marked 
infiltration of the gland with round cells and fibro- 
blasts, and destruction of large areas of gland tis- 
sue. The tubules were dilated and contained many 
small concretions in addition to cell débris. 

The second case was that of a man thirty-four 
years old who, about one and a half months before 
his admission to the clinic, noted a small pea-sized 
nodule in the region of the right submaxillary gland. 
This nodule gradually increased to about the size 
of asmall nut and became slightly painful especially 
during mastication. For five or six days there had 
been dryness of the mouth. 

Physical examination disclosed a small, firm, nut- 
sized tumor in the region of the right submaxillary 
gland. The nodule was only slightly movable and 
not tender. X-ray examination showed an irregu- 
larly round shadow of bony density in the region 
of the right submaxillary gland. 

Under local anesthesia the author removed the 
entire submaxillary gland. The postoperative course 
was uneventful. 

The resected gland contained a small, yellowish- 
white, nut-sized calculus in a small niche within the 
glandular tissue. 

Histological examination revealed evidence of de- 
generation due to stasis secondary to occlusion of 
the excretory system. 

From a review of the literature on submaxillary 
calculi, the author concludes that the cause of the 
stone formation is not known. The calculi have 
been attributed to climatic conditions, diet, and 
heredity. They occur at all ages. They have been 
found in an infant of three weeks and in persons 
sixty-nine years of age. 

The pathogenesis has been ascribed to stasis in 
a long tortuous Wharton’s duct, but ligation of this 
duct in animals does not cause the formation of 
stones. The chemical theory attributes the forma- 
tion of the stones to the production of a salivary 
secretion supersaturated with mineral salts which 
are precipitated out of solution. The mechanical 
theory ascribes it to precipitation of the salivary 
salts around foreign bodies such as dental tartar, 
dead epithelial cells, food, and végetable fibers 
lodging in the ducts. According to the infective 
or parasitic theory, the calculi develop following 
infection of the gland. Various organisms such as 
leptotrix bunalis, streptococci, staphylococci, pneu- 
mococci, blastomycoses, and actinomycoses have 
been demonstrated in the calculi. The author is 
of the opinion that infection is an important etio- 
logical factor. 


Pathologically, the gland containing a calculus 
shows various stages of inflammation ranging from 
the mild reaction noted in the author’s second case 
to suppuration and sclerosis of the gland. Micro 
scopic examination shows an endovascular and peri 
vascular sclerosis with dilatation of the excretory) 
ducts, destruction of glandular tissue, and exten 
sive connective-tissue proliferation. 

As a rule there is only one calculus, but in some 
cases several small culculi are found scattere: 
throughout the gland, usually in the intraglandula: 
canaliculi. The calculi are small and round, an 
have irregular surfaces. They vary from grayish 
to yellow or brown. Calculi weighing as much as 
93 gm. and measuring 5.5 cm. in length have bee) 
reported. The maximum circumference has been 
12 cm., and the minimum 8.5 cm. Chemical analysis 
has shown calcium phosphates, carbonate organi: 
material, magnesium and sodium chloride, uric acid, 
and iron. 

Unlike stones in Wharton’s duct, calculi in the 
submaxillary gland may produce no symptoms for 
a long time. As they increase in size, they ma: 
cause dull pain in the region of the involved gland. 
Rarely, they may cause a decrease in the secretion 
of saliva with resulting dryness of the mouth or 
acute retention of saliva due to obstruction of one 
of the larger ducts. The gland usually becomes in 
fected with consequent manifestations of acute ani! 
chronic infection. 

The differential diagnosis of intraglandular cal 
culus from stone in Wharton’s duct can usually be 
made on the basis of the history with regard to the 
occurrence of an acute salivary colic, catheteriza 
tion of Wharton’s duct, and roentgen-ray examina- 
tion. During the process of acute inflammation 
with enlargement of the gland, other inflammator) 
lesions and tumors in this area must be ruled out. 

The treatment indicated is surgical removal of 
the entire gland. Although incision of the gland 
with simple removal of the stone has been suggested, 
the author believes that this is not advisable as the 
gland is partly destroyed by the inflammatory 
process, its function is greatly diminished, and the 
danger of inflammatory complications after such 
treatment is greater than after extirpation of the 
gland. Peter A. Rost, M.D. 


EYE 


Thygeson, P.: The Nature of the Elementary and 
Initial Bodies of Trachoma. Arch. Ophth., 1934, 
12: 307. 

Failure to produce trachoma in blind human eyes 
with various types of bacteria has been previousl\ 
reported. That a virus may be the cause of trachom:: 
is suggested by (1) the absence of a known bacteria! 
cause, (2) the positive filtrations reported by Nicolle, 
Cuendéd, and Blaizot, and (3) the presence of Halber 
staedter-Prowazek cytoplasmic inclusion bodies in 
the conjunctival epithelial cells. 

The filtration experiments of three groups o/ 
investigators indicate that while the agent of tracho- 
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ma is generally not filtrable, the disease may some- 
times be produced by bacteriologically sterile fil- 
trates. It is possible that the usual inactivity of 
filtrates may be due to absorption of the agent by 
the filter rather than to the large size of the particles. 
[he cytoplasmic inclusion bodies of trachoma are 
basophilic and heterogeneous, whereas the inclusions 
characteristic of many virus diseases are acidophilic 
and homogeneous. This difference led to denial that 
the inclusions of trachoma are of virus origin, an 
objection which has been refuted by more recent 
investigation. 

A detailed study of the nature of the trachoma 
inclusion and its components indicates that the 
initial and elementary bodies are stages in the life 
cycle of a virus which may be the etiological agent 
of the disease. The bodies are present in large num- 
bers in the subacute stages of the disease, but are 
often difficult to demonstrate microscopically in the 
chronic stages. They constitute intracellular colo- 
nies of the virus. The small inclusion, made up of 
initial bodies, is the early phase, and the large inclu- 
sion, made up of elementary bodies, is the late 
phase. By analogy with the phases of inclusion 
bodies in blennorrhoea and psittacosis, the elementary 
bodies should constitute the infectious phase of the 
disease and the adsorption of the elementary bodies 
of bacterial filters should explain the usual non- 
filtrability of the trachoma virus. Successful filtra- 
tions are possible by the use of graded collodion 
membranes with suspensions of elementary bodies 
in high concentration. Epwarop §S. Pratt, M.D. 


Adson, A. W., and Benedict, W. L.: Hzmangio- 
Endothelioma of the Orbit: Removal Through 
a Transcranial Approach. Arch. Ophth., 1934, 
12: 484. 

Tumors caused by an increase in the size of normal 
vessels or the formation of new vessels occur in the 
orbit as angiomata of various types or varicosities 
with or without a direct arterial communication. 
If such tumors become pulsatile because of a copious 
arterial supply or because of juxtaposition to a large 
artery, they tend to become larger through expansion 
of the blood spaces and involvement of contiguous 
tissue. 

Exophthalmos is the most frequently observed 
sign of the presence of an orbital tumor, but in cases 
of vascular tumors it is of particular significance 
The situation of a vascular tumor within the orbit, 
its confinement by the bony walls, the volume of 
blood it contains, and other factors determine the 
intensity of the pulsation, the rate of expansion or 
growth of the neoplasm, and the character of the 
erosion of the bone. 

Highly vascularized tumors of the orbit result 
from inflammation or injury or occur spontaneously. 
These include fibromata, endotheliomata, and lym- 
phangiomata, a reJatively benign group. The poor 
results are due to pressure on the globe and orbit. 

From clinical data alone it is sometimes impossible 
to identify true angiomata and other highly vascu- 
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larized tumors. A copious mixture of arterial blood 
in the large venous spaces may be detected by tests 
for oxygen and carbon dioxide performed on blood 
withdrawn through a cannula, a valuable aid in the 
differential diagnosis of pulsatile tumors. Roent- 
genograms disclose erosion of bone, but do not 
clearly reveal the tough membranes which develop 
as a protection against expansion of the tumor and 
form important structures that may be utilized in 
surgical reconstruction after removal of the tumor. 

On the basis of the principal reasons for the sur- 
gical attack the various methods of treating vascular 
tumors of the orbit may be grouped as follows: (1) 
ligation, (2) compression, (3) irradiation, (4) injec- 
tion, and (5) extirpation. The procedure of choice 
in a given case depends on numerous factors. A 
combination of any of the conservative methods 
may be tried before extirpation is attempted. If 
surgery is undertaken, the surgeon should be pre- 
pared to ligate a carotid artery if necessary and to 
deal with sudden and copious hemorrhage. 

Because of the difficulty of adequately controlling 
haemorrhage in the deeper parts of the orbit and the 
impossibility of going beyond the orbital walls to 
extend the operation as far as may be required, a 
frontal approach through the eyelids does not pro- 
vide a sufliciently wide avenue for the operative 
attack. On the basis of previous experience in the 
treatment of cerebral meningiomata invading the 
bone and entering the orbit and on the basis of 
Nafiziger’s work on the treatment of exophthalmos, 
Adson and Benedict concluded that in the case of 
hemangio-endothelioma of the orbit reported in this 
article it would be feasible to remove the moderately 


large vascular tumor by the transcranial approach. 
This approach proved to be adequate and effective. 

In conclusion the authors state that the ease with 
with the hemangio-endothelioma was removed sug- 
gests many possibilities for the transcranial approach 
to vascular and neoplastic lesions situated in the 
retrobulbar space of the orbit. 


Castroviejo, R.: Keratoplasty. Am. J. Ophth., 1934, 
17: 932. 

Of the three methods of corneal transplantation 
total, partial superficial, and partial penetrating 
the last yields the best permanent results. The 
corneal transplant must be obtained from the same 
individual or an individual of the same species. 

Castroviejo reports on seven unselected cases of 
leucomatous cornea in which partial penetrating 
keratoplasty was performed. In some cases the 
leucoma allows examination of the anterior segment 
by the usual methods. When the leucoma is too 
dense for such an examination, anterior and pos- 
terior trans-illumination will yield information re- 
garding the presence of anterior or posterior syn- 
echia. The best results are obtained when the leu- 
coma is not too dense and there is little or no 
scarring in the surrounding areas. 

The technique of the pre-operative and _ post- 
operative care is described in detail. The corneal 
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transplant and the opening in the cornea of the re- 
cipient must correspond in size exactly, and trauma 
to the transplant must be avoided as much as pos- 
sible. The transplant should be held in place by 
conjunctival flaps. 

If the corneal leucoma is the only pathological 
change the conjunctival flaps will probably begin 
to separate and the transplant may be uncovered 
after two or three days. The conjunctival sutures 
usually come out from eight days to three weeks 
after the operation. 

When there is heavy scarring of the conjunctiva 
around the cornea, a large irridectomy should be 
done first because of the tendency toward glaucoma. 
Transplants should be taken from enucleated eyes 
with unaffected cornee which were removed under 
general anesthesia to prevent the corneal injury 
that occurs in removal under local anesthesia. 
Corneal transplants from glaucomatous eyes tend 
to remain cedematous and later to become nebulous. 

The importance of blood grouping before kerato- 
plasty is yet to be determined. In all of the last 
six cases reviewed by the author the blood was 
different. 

In discussing this report, Key described trans- 
plantation of the whole cornea—corneociliaro- 
plasty—for use in cases in which the cornea is too 
dense to allow sufficient nourishment of the trans- 
plant. The method consists of dissection of the 
whole cornea from Descemets’ membrane, together 
with a conjunctival flap, to preventing the aqueous 
humor from coming into contact with the new 
transplant. 

CASTROVIEJO agreed that the aqueous humor 
should not be allowed to remain in contact with the 
unprotected corneal stroma any longer than neces- 
sary, but expressed the opinion that the use of an 
accurately fitted transplant with conjunctival flaps 
for pressure is an adequate method of obtaining a 
water-tight closure. On the basis of observations 
in animal experimentation, he believes that en- 
dothelium affords as good protection as Descemets 
membrane. Epwarp S. Piatt, M.D. 


Hope-Robertson, W. J.: Hamangioblastomatous 
Cysts of the Retina. Australian & New Zealand 
J. Surg., 1934, 4: 55- 

The author reports a case of hemangioblastomat- 
ous cysts of the retina because of the rarity of the 
condition and because of the important fact that von 
Hippel’s disease is frequently associated with heman- 
gioblastomatous cysts of the brain, kidneys, pancreas, 
liver, adrenals, and epididymis. The association of 
these cysts in the brain and retina and the liver and 
pancreas is called ‘‘Lindau’s syndrome.” 

In some cases there may be a cyst of the brain and 
a polycystic kidney but no lesions of the retina; in 
others, a cyst of the brain or spinal cord but no other 
lesions; and in a third group, cysts of the brain and 
retina. Lindau states that the disease is familial in 
20 per cent of the cases and has been known to occur 
in three generations. In 25 per cent of cases of 


hemangioblastomata of the retina there are asso- 
ciated hemangioblastomata of the brain. Except 
in the very late stages, the disease is easily diagnosed 
in the eye. Therefore when a patient later develops 
signs and symptoms of a brain tumor, the eye condi- 
tion is a very useful clue to the nature of the brain 
lesion. In all cases of brain tumor the ocular fundi 
should be thoroughly examined not only for papil- 
loedema but also for hemangioblastoma, and in all 
cases of hemangioblastoma of the retina an examina 
tion of the central nervous system should be made. 
Hezmangioblastoma of the retina may appear at any 
age after the second decade. It is more common ii 
males than in females. The lesions are frequent); 
multiple. 

The patient usually presents himself complaining 
of failing vision. Darier says that epistaxis, cepha! 
gia, and dazzling before the eyes are premonitor\ 
symptoms. The majority of the cases reported seem 
to show that the visual defect comes on insidiously. 
In most cases the condition progresses to absolute 
blindness, usually with secondary glaucoma which in 
many instances necessitates enucleation of the eye 
When detachment of the retina begins complete 
blindness soon results. On ophthalmoscopic exami 
nation the disease is characterized in the early stages 
by one or more round reddish tumors with which one 
or more greatly enlarged and tortuous arteries and 
veins communicate. After the tumor has been pres- 
ent for some time it begins to produce the cyst 
which is the cause of the detachment. As the growth 
is composed of thin-walled capillaries it gives rise to 
repeated hemorrhages. The hemorrhages appear 
first in the retina and may then break through into 
the vitreous or, if they break through the external 
limiting membrane, may penetrate between the 
retina and choroid. Numerous exudates appear in 
the layers of the retina. Eventually, retinitis pro- 
liferans may result and cause detachment. The cyst 
usually increases in size until the retina is completely 
detached. 

The growths in the brain occur generally in the 
cerebellum and medulla. Lindau states that the 
lesions found in the kidneys and liver are not 
hemangiomatous but represent an association of one 
type of congenital lesion with another. 

Lestre L. McCoy, M.D. 


Lillie, W. I., and Adson, A. W.: Unilateral Central 
and Annular Scotoma Produced by Callus from 
a Fracture Extending into the Optic Canal: Re- 
port of Two Cases. Arch. Ophth., 1934, 12: 500. 


The authors report an unusual ophthalmological 
syndrome occurring in two cases following a fracture 
along the base of the skull which involved the optic 
canal and was not revealed by roentgenograms. The 
syndrome was so similar in both cases that it might be 
classed as almost pathognomonic. At the time of the 
injury both patients presented an ecchymosis of the 
eyelids and inequality of the pupils. The only visu:! 
complaint at the time of the injury was made in tlie 
first case and was due to partial internal ophthalmo- 
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plegia. Both patients were dismissed from the hos- 
pital as well, and it was not until from six weeks to 
two months later that the progressive loss of vision 
was sufficient to impress them with the necessity for 
re-examination. At the time of the second ophthal- 
mological examination in each case, identical changes 
in the perimetric fields were found and the patholog- 
ical changes revealed by roentgenograms of the optic 
foramen were similar. 

The authors believe that localized roentgenograms 
of the optic foramen might be of value at the time of 
injury and should be repeated at intervals if neces- 
sary. This technique has been simplified by Camp 
and Gianturco. Although the described syndrome 
apparently is rare following fracture along the base 
of the skull, it necessitates a guarded prognosis fol- 
lowing any injury of the skull. Lillie and Adson be- 
lieve that decompression of the optic nerve is indi- 
cated, but should be done early in the progress of the 
lesion before permanent injury has occurred. 


Lyle, T. K., and Fenton, F. G.: The Advantages of 
Intravenous (Evipan) Anesthesia in Oph- 
thalmic Surgery. Brit. M. J., 1934, 2: 580. 


Anesthesia induced by the intravenous injection 
of evipan has been used extensively in general 
surgery. The authors report on eighty-six ophthal- 
mic operations in which it was employed. Special 
advantages of this type of anesthesia are the free- 
dom of the operative field from cumbersome inhala- 
tion apparatus, the relatively low incidence of the 
usual after-effects of general anesthesia, safety in 
the cases of old and enfeebled patients, and a de- 
crease in the intra-ocular tension during the anes- 
thesia. The only contra-indications to its use are 
extensive disease of the liver and kidneys. 

In the cases reviewed a solution of 1 gm. of evipan 
to 10 c.cm. of sterile water was employed. The dose 
varied from 4% to 12 c.cm. of this solution. Chil- 
dren require slightly more according to weight. No 
preliminary medication is given. The drug is inject- 
ed slowly until the patient is unable to count. At 
this stage half of the necessary dose has been 
administered and a like amount should be given at 
once. The average patient remains fully anes- 
thetized for from fifteen to twenty-five minutes. A 
further injection may be given when the patient 
begins to recover’ from the first injection. In this 
way it was possible, in one of the cases reviewed, 
to obtain anesthesia satisfactory for an operation 
requiring an hour and a quarter. 

SAMUEL A. Durr, M.D. 


EAR 


Gray, A. A.: The Otosclerosis Problem: Including 
Reports of Two Cases Examined Pathologically. 
J. Laryngol. & Otol., 1934, 49: 620. 


Gray states that the essential causative factor of 
otosclerosis is a gradually increasing defect in the 
vasomotor mechanism which governs the nutrition 
of the structures of the organ of hearing as a whole. 
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Included in this vasomotor mechanism are, of course, 
the axon reflexes. The stimulus which excites the 
vasomotor mechanism is sound and sound alone. 
Consequently the vestibular apparatus and the semi- 
circular canals are unaffected in otosclerosis. 

There is no evidence whatever of a defect in any 
of the endocrine glands or their secretions in oto- 
sclerosis. Neither is there any evidence of a defect in 
the bone metabolism of the body. On the contrary, 
the subjects of otosclerosis are, apart from their deaf- 
ness, perfectly normal individuals with ordinary 
average health. 

The deafness of otosclerosis bears very little re- 
lationship to the extent of the disease in the bone. It 
— very severe when the stapes is hardly fixed 
at all. 

The severity of the tinnitus bears no relationship to 
the extent of the disease in the bone. 

The extent of the change in the bone bears very 
little relationship to the duration of the disease. 

The extent of the changes in the bone appears to 
depend upon the age of onset of the disease. The 
earlier the otosclerosis begins, the more extensive 
will the bone lesion become. 

The deafness of otosclerosis is to a large extent 
functional and the result of the insufficient supply of 
blood to all the nerve structures concerned in the 
perception of sound. 

The greater frequency of otosclerosis in women 
then in men is due to the greater instability of the 
vasomotor system and the more frequent disturb- 
ances to which this system is exposed in women. 

The changes in the bone show a remarkable bi- 
lateral symmetry, even to minute details. This sym- 
metrical distribution is readily explained by the 
author’s theory of the causative factor of otosclero- 
sis. The vasomotor nerves governing the nutrition 
of the organ of hearing are anatomically symmetrical 
like other nerve structures in the body. Therefore, if 
structural changes occur as the result of defective 
functioning of those nerves, such changes will be 
bilaterally symmetrical in their distribution. 

James C. Braswett, M.D. 


MOUTH 


Duyvensz, F.: The Saliva. 


Proc. Roy. Soc. Med., 
Lond., 1934, 27: 1583. 


In a study of saliva the first problem is to obtain 
the saliva in satisfactory quantities. It should not be 
“stimulated” saliva as changes in the quantity are 
usually accompanied by changes in the quality of the 
secretion. The usuai amount for testing is 20 c.cm. 
The author describes his method for collection and 
reports the findings of his studies with regard to the 
presence of hypophyseal hormones in saliva, the 
hydrogen-ion content of saliva, and the salivary con- 
tent of calcium and sulphocyanate. 

He states that the pregnancy test of Zondek made 
with saliva instead of urine indicated that it is pos- 
sible to diagnose pregnancy by means of a biological 
salivary reaction. 
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Two methods of determining the hydrogen-ion 
concentration of saliva and a method of determining 
the buffer action are described. The buffer action 
appears of more significance and should be given 
more consideration. No conclusions are presented 
in this article regarding the clinical application of the 
information obtained by the tests described. 

In alkaline saliva the phosphorus content is usually 
low and the calcium content high. In acid saliva the 
reverse is true. In regulating the calcium content of 
the saliva by diet the intake of phosphorus and of 
Vitamin D must be taken into consideration. 

The author describes a method of ultra-filtration 
which separates the various serum colloids from each 
other without causing changes in their chemical or 
physical qualities. 

He states that sulphocyanate is always found in 
human saliva, but little is known of its purpose. The 
sulphocyanate content is definitely increased by 
smoking. Sulphocyanate compounds exert an affect 
upon the blood pressure which may be a factor in 
pyorrhcea. A comparative study of the capillaries of 
the gums, skin, and nail beds with the Leica camera 
and the Leitz microscope has proved of aid in deter- 
mining whether pyorrhoea is due to a local or a 
general disturbance. CHARLES W. FREEMAN, D.D.S. 


Lund, C. C.: A Comparison of the Apparent End- 
Results in Cases of Carcinoma of the Mouth 
in Relation to the Length of the Follow-Up. 
Am. J. Cancer, 1934, 22: 335. 


According to the American College of Surgeons, 
satisfactory reports on the treatment of carcinoma 
can be based only on cases which have been fol- 
lowed at least five years after the treatment. This 
causes a long delay before a report can be made on 
any improved form of therapy. There are many 
rapidly changing techniques, especially in the field 
of irradiation. For this reason the author made a 
statistical study of cases of carcinoma, comparing 
the results at the end of one, two, three, four, and 
five years after treatment, in an effort to determine 
the mathematical relationship of the early results to 
the five-year results. 

The cases studied were treated by surgery or 
irradiation or both,’ depending on the extensiveness 
of the lesion. No effort was made to compare the 
efficacy of the methods. 

Of the patients treated for carcinoma of the 
mouth whose condition was favorable at the time of 
the treatment and who remained well at the end of a 
year, a recurrence developed during the next four 
years in only ro. Of 133 others treated for oral 
carcinoma, all developed a recurrence during the 
first year. 

Of the 126 patients who were treated surgically for 
carcinoma of the lip and whose condition was favor- 
able at the time of the operation, 107 remained cured 
at the end of a year. At the end of five years, 81 still 
remained cured and 24 were dead or not traced. 

In cases of carcinoma of mouth which were less 
favorable and were treated by irradiation, fewer 


than one-half of the patients who were living and 
well at the end of one year were living and well at 
the end of five years. 

Between the one-year and five-year period, the 
number of patients apparently cured declined from 
one-quarter to one-half. 

The death rate from new primary buccal car 
cinomata was 15 times as great as the expected death 
rate from buccal carcinoma in a group of patients of 
the same age and sex, and in all of the cases the 
death rate from new primary carcinomata was ; 
times as high as calculated. Louis T. Byars, M.D. 


Boyle, P. E.: Intracellular Bacteria in a Dental 
Granuloma. J. Dental Res., 1934, 14: 297. 


Because of contamination of material used for 
culture or injection, the relationship between denta! 
infection and systemic disease does not lend itsel! 
readily to experimental investigation. Direct hi 
tological evidence of intracellular organisms in den 
tal granulomata is therefore of importance. The 
author reports a granuloma presenting such evidence 
which was found in the routine histological ex 
amination of 200 teeth. In the center of the soli: 
tumor, which was about 3 mm. in diameter, were 
many mononuclear phagocytes of the foam-cell 
variety. Practically all of these cells containe: 
numbers of Gram-positive, non-acid-fast bacilli. 

Louts T. Byars, M.D. 


PHARYNX 


Hall, C.: The Parapharyngeal Space: An Anatomi- 
cal and Clinical Study. Ann. Otol., Rhinol. © 
Laryngol., 1934, 43: 793- 


For an understanding of the etiology, symptoms, 
complications, and therapy of infection in the va 
rious regions of the neck a general knowledge of the 
deep cervical fascia is essential. 

All of the important structures of the neck are 
contained within the bounds of a single large cervical 
sheath which extends from the base of the skul! 
above to the upper end of the thorax below. This 
great cervical sheath is usually referred to as the 
“superficial layer of the deep fascia.”” Medial ex 
tensions of this layer give each structure an indi 
vidual fascial envelope. From a practical stand 
point, there are two deep divisions of the fascia 
colli: the visceral fascia or sheath, and the pre 
vertebral fascia. 

Within the visceral sheath lie the respiratory, 
vocal, and deglutitory organs in the neck and, in 
addition, the thyroid and parathyroid glands. Where 
the sheath becomes quite thickened and passes in 
front of the bodies of the cervical vertebra, the 
scalenus anticus, the longus colli muscle, the phreni: 
and sympathetic nerves, it becomes known as the 
“prevertebral fascia.”’ 

The alar fascia is an expansion which forms a 
continuation between the carotid sheath and the 
visceral fascia. Its importance lies in the fact that 
it completes the anterolateral aspect of the retro 
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pharyngeal space throughout the entire length of 
the neck and separates this space from the lateral 
pharyngeal regions. 

The superficial layer of the deep fascia—the great 
cervical sheath—sends in a deep extension to en- 
capsulate the submaxillary gland and another ex- 
tension—the deep parotid fascia—which completes 
the capsule of the parotid gland except above. 

Thus, from a clinical standpoint, there are four 
definite deep cervical spaces: (1) the submaxillary 
space; (2) the parotid space; (3) the retropharyngeal 
space; and (4) the parapharyngeal space with (a) an 
anterior compartment and (b) a posterior compart- 
ment (carotid sheath). 

Practically, the deep cervical fascia can be divided 
into four parts: (1) the great cervical sheath, (2) the 
visceral sheath, (3) the prevertebral fascia, and 
(4) the alar fascia. 

Every deep structure contained in the neck has 
its own individual fascial covering which it receives 
from the deep fascia. In certain areas the fascia be- 
comes thickened and prominent—the carotid sheath, 
for example. In other areas it becomes so thickened 
as to form so-called ligaments, such as the stylo- 
mandibular. In some regions of the neck there are 
reduplications or reflections of the fascial covering 
of one structure which render it directly continuous 
with the fascial covering of an adjacent structure. 
An example is the alar fascia. This plays a most 
important part in the formation of the anterior 
compartment of the parapharyngeal space. 

The parapharyngeal space is composed of two 
compartments, an anterior or prestyloid, and a 
posterior or retrostyloid. ‘The posterior compart- 
ment is the carotid sheath and its contents. It 
extends from the base of the skull to the upper end 
of the thorax. The anterior compartment is normally 
a potential space and becomes an actual space only 
when it becomes the site of disease. It contains 
a small amount of connective tissue and usually 
a few lymph glands. It extends from the base of 
the skull above to the angle of the jaw below. 

Etiologically, there are three types of parapha- 
ryngeal infection: 

1. The type which follows tonsil surgery and 
is preceded by local anaesthesia. 

2. The type in which there is an extension from 
a neighboring compartment. 

3. The type in which the parapharyngeal space is 
the site of the initial invasion of the deep fascia 
and is not preceded by throat surgery. 

Pathologically, there are two types of cervical 
involvement: 

1. The phlegmonous. This is the most common. 
The signs of local inflammation are predominant. 

2. The vascular. The symptoms are those of 
septicemia, thrombosis, or embolism without ac- 
companying signs of cervical phlegmon. 

There are four-cardinal signs of involvement in 
the anterior parapharyngeal compartment: (1) in- 
ability to open the mouth widely, (2) induration 
about the angle of the jaw, (3) fever, which may be 
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septic in character, and (4) medial bulging of the 
pharyngeal wall. 

The treatment of parapharyngeal infection is sur- 
gical. When the symptoms mentioned appear, early 
surgical drainage is imperative. To await fluctua- 
tion in the presence of these symptoms is to await 
complications. SAMUEL Kaun, M.D. 


NECK 


Quix, F. H.: The Difficulties of Removal of the Can- 
nula Following Tracheotomy (Die Beschwerden 
des Dekanulements nach Tracheotomie). Nederl. 
Tijdschr. v. Geneesk., 1934, p. 2300. 

Difficulties arising after removal of the tracheot- 
omy cannula may be divided into those due to 
changes above the tracheotomy opening, those due 
to changes at the site of the opening, and those due 
to changes below the opening. The upper portion of 
the trachea can be examined without removal of the 
cannula by direct tracheoscopy for changes in the 
mucosa and perichondrium and incarcerated foreign 
bodies. After this examination has been made atten- 
tion should be directed to the vocal cords and the 
tracheotomy opening. When air has easy access 
through the cannula the vocal cords are practically 
closed, but unless paralysis of the recurrent laryngeal 
nerve is present they open up when the cannula is 
closed. Bilateral paralysis of the recurrent laryngeal 
nerve is extremely rare, but may occur in cases of 
tumor, goiter, and wounds. Immobility of the vocal 
cords may be caused also by tuberculous or syphilitic 
affections. The subglottic region which is usually 
markedly swollen in diphtheria can be examined 
from above with the aid of an electrically illuminated 
spatula only when the vocal cords are separated. For 
examination of the region of the tracheotomy open- 
ing, removal of the cannula is necessary. By the 
introduction of an ear speculum it is possible to de- 
termine whether the respiratory difliculty is due to 
granulations. For examination of the region below 
the tracheotomy opening it is necessary to use a 
bronchoscope introduced from above or through the 
opening in the larynx. Proliferations interfering 
with respiration which are situated below the trache- 
otomy opening are not relieved by the use of a can- 
nula however well it is fitted. 

The treatment of the various conditions encoun- 
tered requires the entire laryngoscopic instrumentar- 
ium. Granulations may be removed with forceps or 
by electrocoagulation. Inflammation of the peri- 
chondrium in the subglottic space requires long- 
continued treatment. ‘lo secure the best position 
for the cannula the opening should be made, not 
through, but below, the cricoid cartilage. 

(DuNcCKER). JOHN W. BRENNAN, M.D. 


Cutler, E. C., and Schnitker, M. T.: Total Thy- 


roidectomy for Angina Pectoris. 


Ann. Surg. 
1934, 100: 578. 


The authors studied twenty-nine patients sub- 
jected to total thyroidectomy for the relief of angina 
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pectoris since December, 1932, at the Peter Bent 
Brigham Hospital, Boston. Only patients with the 
most severe form of the disease (‘‘angina decubitus”’) 
were selected for the operation. 

Within forty hours after the thyroidectomy there 
were two deaths due to coronary closure. There 
were four late deaths which occurred from five days 
to eight months and three weeks after the operation. 
Each of these deaths was of cardiac origin. In all of 
twenty-one patients followed for from two and one- 
quarter to sixteen months the painful seizures were 
relieved. In ten, the improvement ranged from go to 
roo per cent; in four, from 75 to 89 per cent; and in 
five, from 50 to 74 per cent. In two, it was less than 
50 per cent. The criteria of improvement were 
chiefly the incidence and severity of the pain as in- 
dicated by the patient’s use of nitroglycerine. 

It was found that the reduction in pain was not 
porportionate to the basal metabolic rate and oc- 
curred almost immediately after the operation. This 
suggested that the mechanism of relief was different 
from that in cases of congestive heart failure. 

Further investigation of skin-temperature changes, 
the response to adrenalin before and after operation, 
the effect of adrenalin in the production of experi- 
mental angina pectoris, and the known relationship 
between the thyroid, adrenal, and sympathetic 
system suggested that adrenal secretion might be an 
important factor in the causation of attacks of angina 
pectoris. Since the cardiac innervation is intact and 
thyroidectomy does not decrease the output of 
adrenalin, the authors postulate that the operation 
has a local effect which renders the cardiac mecha- 
nism less sensitive to adrenalin. 

Artuur S. W. Tourorr, M.D. 


Jimenez Cervantes-Pinola, J.: The Treatment of 
Laryngeal Tuberculosis (Tratamiento de la 
tuberculosis laringea). Arch. de med. cirug. y 
es pecial., 1934, 15: 868. 

Since, except in very rare instances, laryngeal 
tuberculosis is secondary to pulmonary tuberculosis, 
the laryngologist and the phthisiologist should work 
in close co-operation. Only by such co-operation can 
the best results be obtained. 

The treatment indicated in laryngeal tuberculosis 
is both general and local. The general treatment is 
based on rest, pure air, and nourishment. 

The most effective treatment of both the laryngeal 
and the pulmonary lesions is collapse therapy, es- 
pecially pneumothorax. The author believes that 
there must be some sympathetic nerve relation be- 
tween the lung and larynx to explain the usual 
homolaterality of laryngeal and pulmonary lesions 
and their parallel improvement under pneumothorax 
treatment. 

In addition to artificial pneumothorax, plombage, 
phrenicectomy, thoracoplasty, and tracheal injec- 
tions of medicated oils have been used. Methods of 
general treatment include also the immunobiological 
and the medicinal. Numerous sera and other biolog- 
ical preparations and drugs have been advocated. 


The local treatment of laryngeal tuberculosis in- 
cludes medical treatment, which is now used only 
for palliation in incurable cases; the silence cure 
venous hyperemia; physiotherapy; and surgical 
treatment. The silence cure, though easy theoretical 
ly, is in reality difficult. Some laryngologists have 
attempted to obtain it by anesthetizing or resecting 
the laryngeal nerve or performing a tracheotom 

Heliotherapy, ultraviolet irradiation, roentgen 
irradiation, the high-frequency cautery, and radio 
active substances have been used. Heliotherapy and 
ultraviolet irradiations have been employed mos! 
frequently and have yielded good results. 

Radical surgery has been abandoned in the treat 
ment of laryngeal tuberculosis. The only thre: 
surgical procedures to be considered are surgery oi 
the laryngeal nerves, galvanocauterization, ani 
diathermocoagulation. Diathermocoagulation is no) 
seldom used. The laryngeal nerve may be ana; 
thetized with a 2 per cent solution of stovain in 
alcohol or a 1 per cent solution of cocain by either 
Hoffmann’s or Frey’s procedure. The superior 
laryngeal nerve is best approached for resection 
through the vertical incision described by Leichsen- 
ring as this is associated with the least hamorrhag: 

Diathermocoagulation should not be employed for 
acute lesions, but may be used with care for statioi 
ary lesions such as hyperplastic degeneration of the 
cords, interarytenoid vegetations, tumor formations, 
and lesions localized in the epiglottis. 

Galvanocauterization is one of the preferre: 
methods of treatment. Its action is not well under- 
stood as it not only destroys and regenerates tissues, 
but also sterilizes at a distance, rendering disease! 
tissues normal. When the proper technique is use« 
pain and hemorrhage are rare and mild. Galvano- 
cauterization is indicated chiefly in cases of earl) 
tuberculosis limited to one part of the larynx, such 
as the vocal cords or ventricular bands, and lesions 
limited to the epiglottis. It is dangerous when the 
arytenoids are much infiltrated and show a tendency 
toward oedema and in the presence of perichondritis 
and changes in the crico-arytenoid circulation. It is 
contra-indicated also by certain general manifesta- 
tions such as a poor defense, a rapid pulse, an irregu 
lar fever, and loss of weight. Good analgesia an 
visibility are necessary. The cautery should be usc«! 
when it is cherry-red, and the tissues should be 
burned deeply. Not over one-fourth of the larynx 
should be cauterized. To prevent the formation of 
synechia, treatment of contralateral sides at one 
sitting should be avoided. W. H. Martinez, M.D. 


Figi, F: A.: Supraglottic Tumors: Methods of 
Treatment and Illustrative Cases. Arch. Olv 
laryngol., 1934, 20: 361. 

Between January 1, 1925 and January 1, 1934, 53° 
patients with malignant tumor of the larynx were 
examined at the Mayo Clinic. The author conclud 
that the best procedure for the removal of a mali 
nant tumor from the supraglottic portion of the 
larynx is the procedure affording the most satisfa: 
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tory view of, and the nearest approach to, the lesion. 
Growths limited to the epiglottis can often be taken 
care of by diathermy and laryngeal suspension as 
satisfactorily as, and with less hazard than, by 
pharyngotomy. However, only inactive, fungating, 
or pedunculated lesions of limited extent should be 
treated in this manner. Pharyngotomy remains the 
most satisfactory means of dealing with most malig- 
nant tumors in this situation. Irradiation is a 
valuable adjunct to the surgical treatment of supra- 
glottic tumors, but should rarely be used alone. 

The indications and technique of the procedures 
of value in the treatment of these lesions are pre- 
sented together with illustrative cases. 


Loré, J. M.: Stripping of the Vocal Cords. Laryngo- 
Scope, 1934, 44: 803. 

In experiments performed by the author on 

cats one ‘vocal cord was removed and the other was 

left to serve as a control. The removed cord was 


examined microscopically to check it against the 
cord newly formed. At various intervals after the 
removal the larynx was examined by direct laryn- 
goscopy to note the degree and method of healing. 
After complete healing had taken place, the larynx 
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was removed and the newly formed cords were 
examined microscopically and compared with the 
original cord removed. ‘The findings indicated that a 
vocal cord will regenerate structurally. The only 
difference noted was that the new cord was thinner 
than normal, but the author believes that if the new 
cord had been examined later, even this difference 
would not have been observed. Functionally there 
was no impairment in the movements of the cords, 
but there was some change in the voice. 

In a second series of experiments wedge-shaped 
pieces or irregular portions of a cord were removed 
and the end-results after healing were studied. The 
cords so treated showed a tendency to bow because 
of scar-tissue formation, but to compensate for the 
concavity in the new cord the normal cord became 
convex. The end-result was a good voice. 

An attempt was made to straighten out bowed 
cords by removing subjacent tissue from the an- 
terior and posterior thirds of the cord. In three cats, 
however, the result was unsuccessful. 

In conclusion the author reports four clinical cases 
in which one or both vocal cords were entirely 
stripped off with satisfactory results. 

J. THORNWELL WITHERSPOON, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Roussy, G., and Mosinger, M.: A Study of the 
Intermediary Lobe of the Hypophysis (Etude 
du lobe intermédiaire de Vhypophyse). Ann. 
d’anat. path., 1934, 11: 655 

The discovery by Zondek and Krohn of inter- 
medin has awakened renewed interest in the inter- 
mediate zone of the hypophysis. The immigration 
of gland cells into the posterior lobe and the forma- 
tion of cysts in this lobe present histophysiological 
problems of the greatest interest. 

The authors studied 112 hypophyses of adults 
and old persons, 6 hypophyses of children from a 
few months to seventeen years of age, and the 
hypophysis of a fetus eight months of age. They 
paid special attention to the hypophyseal fissure and 
the diverticula which occur in it in children, the 
sero-albuminous glands of the intermediate lobe, and 
the infiltration of the posterior lobe by gland cells. 

They describe the cells lining the hypophyseal 
fissure and show them with photomicrographs. These 
cells, whether mesenchymatous, epithelial, glandular, 
or neuro-endocrine, seem to be important physiolog- 
ically. They contain siderophile granules. 

The anterior wall of the hypophyseal fissure is 
generally considered to belong to the anterior lobe, 


and the posterior wall to form part of the inter- 


mediate lobe. This is true in the lower mammals, 
but in man the cells covering the anterior and 
posterior walls are very much alike and there are 
evidences that both of these zones belong to the in- 
termediate lobe. According to Haller, the hypo- 
physeal fissure opens into the subarachnoid space, 
but the authors hold that the openings described by 
Haller were artefacts and that the epithelium of the 
anterior wall of the hypophyseal fissure enters into 
direct contact with the pia mater. 

There are 5 groups of diverticula of the hypo- 
physeal fissure: the superior, the inferior, the lateral, 
the anterior, and the posterior. Some of the posterior 
diverticula become transformed into basophile cords. 
The basophile cells of the intermediate lobe there- 
fore come not only from the posterior wall of the 
fissure but afso from the posterior diverticula. The 
superior diverticula and some of the lateral di- 
verticula give rise to certain colloid cysts of the 
anterior lobe. The inferior diverticula bring about 
infiltration of the capsule of the hypophysis and 
infiltration of the lower segment of the hypoph- 
ysis by basophile cells. The posterior diverticula 
may penetrate deeply into the posterior lobe and 
become transformed into either basophile cords or 
serous glands. Some of the lateral diverticula may 
also penetrate the posterior lobe. 
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The glands of Erdheim or the sero-albuminous 
glands of the intermediate lobe are either simple 
or compound tubular glands which have a marked 
histological resemblance to the serous glands of the 
nasal mucous membrane. They result from se 
ondary differentiation of the posterior diverticula 
of the hypophyseal fissure. Their histological ap 
pearance is described in detail and shown with 
photomicrographs. 

There has been a great deal of controversy with 
regard to the way in which the gland cells invade 
the posterior lobe. It is uncertain whether they 
originate from proliferation or active immigration. 
It is probable that they arise to a certain extent 
from proliferation. The zones of infiltration are 
also frequent sites of adenomata with basophile cells. 
However, active immigration also occurs with the 
proliferation. The infiltrating cells in children are 
of the pure basophile type. In adults, particularly 
old persons, there are many eosinophiles. Chromo- 
phobe cells are rare. 

There is a great deal of difference of opinion also 
as to the origin of the gland cells of the posterior 
lobe. Some investigators hold that they originate 
from the anterior lobe, whereas others think that 
they come from the intermediate lobe. The authors 
have found that in children with the hypophyse:l 
fissure intact the infiltrating cells come solely from 
the basophile tracts of the intermediate lobe. In 
the adult their origin is more difficult to determine 
because of the direct continuity between the anterior 
lobe and the intermediate lobe at the intercystic 
spaces. However, the presence of eosinophile cells 
suggests that the anterior lobe contributes at least 
some of the infiltrating cells. It is the eosinophile 
cells which give rise to the pigment of the posterior 
lobe. Auprey Goss Morcan, M.D 


Loehr, W., and Jacobi, W.: The Importance of the 
Intracranial Pressure in the Circulatory Con- 
ditions of the Brain in Arteriographic Visuali- 
zation (Die Bedeutung des Hirndruckes fuer dic 
Durchstroemungsverhaeltnisse im Gehirn in arterio- 
graphischer Darstellung). Zentralbl. f. Chir., 1931, 
p. 1793. 


The pressure conditions in the brain have an ex- 
ceptionally strong influence upon the nature of the 
blood circulation. Under normal conditions arte- 
riography shows that the blood pressure in the two 
carotids is very accurately balanced between them. 
In the arteriogram it is impossible to demonstrate 
the passage of blood from one carotid region to the 
other, this fact constituting evidence that the pas- 
sage of blood in perceptible quantities from one 
carotid into the other in the brain cannot take place 
normally. The large communications of the arterics: 
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of the brain, particularly at the base of the latter, 
serve essentially as reserve canals. In a normal 
arteriogram one sees with exactness onlythe vessels 
belonging to the region of one carotid interna in 
the brain. The connecting branches to the vertebral 
artery on the same side are never visible. 

When the diameters of the vessels of one side of 
the brain vary from those of the vessels of the other 
side—for example, in diseases of the blood vessels, 
arteriosclerosis, or lues—the arteriogram changes. 
We then see in the arteriogram (in addition to the 
vascular diseases which have been successfully dem- 
onstrated and aneurisms) the passage of blood from 
the vascular region of one carotid to that of the 
other. However, pathologically increased intra- 
cranial pressure also changes the circulation of blood 
in the brain very markedly, particularly when the 
pressure is increased in only one-half of the brain, 
as in cases of tumor. In cases of tumor of the 
anterior and middle cranial fosse the contralateral 
anterior cerebral artery and its dividing branches 
(arteria pericallosa marginalis) are almost always 
filled on the normal side, a very important sign of 
the presence of a tumor. In cases of tumor of the 
anterior and middle cranial fossa this roentgen sign 
is never missing. In cases of tumor of the posterior 
cranial fossa it is inconstant. On the other hand, 
in cases of large tumors of the posterior cranial 
fossa with extraordinarily strong pressure on the 
basal vessels, the basal vessels also appear in the 
roentgenogram. In hydronephrosis which is equally 
well developed on both sides this sign is absent. 

The article contains a series of roentgenograms 
which support the authors’ statements regarding 
severe arteriosclerosis and tumors. The authors 
present also the arteriogram made in a case of 
hydrocephalus which they believed was due to a 
tumor. The findings in the arteriogram were those 
expected. In the lateral view only the vessels of 
the injected side were visible, and in the antero- 
posterior view the anterior cerebral artery was ex- 
actly in a vertical line and therefore in the normal 
position. Subsequent ventriculography showed a 
high-grade hydrocephalus. When arteriography was 
repeated, the arteriogram was very different from 
the arteriogram obtained before the ventriculo- 
graphic examination as it showed the passage of 
blood from one side of the brain to the other through 
the arteria communicantes. It therefore proved 
roentgenologically that ventriculography can basi- 
cally change the circulatory conditions in the brain 
and it thereby explained why ventriculography 
carried out in the presence of pathologico-anatomi- 
cal changes in the brain with resulting abnormal pres- 
sure conditions, especially in cases of tumors, is often 
not well borne. Arteriography does not change the 
circulatory relationships in the brain. With respect 
to the latter arteriography is considerably safer than 
ventriculography and therefore can be carried out 
even when the general condition is very poor, under 
which circumstances ventriculography is contra- 
indicated. (LornR). Harry A. SAtzMANN, M.D. 
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Phillips, G.: Radiography in the Diagnosis of In- 
tracranial Tumors. Australian & New Zealand 
J. Surg., 1934, 4: 30. 

Roentgenographic signs of value in the diagnosis 
of increased intracranial pressure include: (1) convo- 
lutional thinning or ‘‘thumbing”’ of the inner table 
of the skull, (2) separation of the sutures (particu- 
larly in children before bony union of the sutures 
has taken place), and (3) distention of the pituitary 
fossa without erosion of the dorsum sella. These 
changes result in a “‘ballooning”’ of the sella turcica 
whereas in cases of pituitary tumor the enlargement 
is accompanied by an irregular erosion of the dor- 
sum with a change in the contour of the clinoid 
processes. 

In the localization of the site of an intracranial 
tumor the following signs are of value: (1) calcifica- 
tion, (2) erosion of bone and hyperostosis, (3) in- 
creased meningeal irrigation, (4) a lateral shift of 
the pineal gland, and (5) ventriculographic signs. 
Calcification is seen in 20 per cent of intracranial 
tumors. It is most frequent in craniopharyngeal 
pouch cysts, oligodendrogliomata, and meningioma- 
ta. Its presence is of some value in the prognosis as 
it indicates a low degree of malignancy. Erosion and 
hyperostosis are fairly common. ‘The former is 
slightly more frequent than the latter. Erosion is 
seen fairly often in meningiomata and pituitary 
tumors but rarely in subtentorial tumors. The 
increased meningeal irrigation or marked increase 
in the blood supply to the tumor and surrounding 
tissues subjects the adjacent bone to pressure pro- 
ducing erosion. The erosion results in deepening and 
widening of the channels on the inner surface of the 
skull bones, which then appear as channels of rare- 
faction. Lateral shifting of the pineal gland is rarely 
of aid in the diagnosis of brain tumors. : 

Air is used as a contrast medium in X-ray exami- 
nation of the central nervous system in three meth- 
ods: ventriculography, encephalography, and lumbar 
insufflation. Lumbar insufflation consists in intro- 
ducing from 5 to 10 c.cm. of air into the lumbar 
space. This procedure is much safer than ventricu- 
lography and encephalography as it is followed by 
a less severe reaction. However, it requires consider- 
ably more care in the taking of the roentgenograms 
and considerably more experience in their interpreta- 
tion. As incomplete filling of the ventricles renders 
the diagnosis difficult and complete filling is danger- 
ous, determination of the proper amount of air to 
introduce is of great importance. 

The ventricular distortion produced by an intra- 
cranial neoplasm is usually accompanied by some 
displacement of the septum lucidum. Roentgeno- 
grams which show apparent distortion due to filling 
defects always show the septum lucidum in the 
normal midline position. Whenever there is obstruc- 
tion of the system posterior to the upper end of the 
aqueduct of Sylvius bilateral symmetrical hydro- 
cephalus is present. In cases of tumor producing 
obstruction in the region of one foramen of Monroe 
only one ventricle is dilated. 
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In cases of hemispheric tumors, whether extra- 
cerebral or intracerebral, the object of ventriculog- 
raphy is to determine the position of the septum 
lucidum and the size, shape, and position of the 
lateral ventricles. Because of the relatively “silent” 
nature of the regions in which they arise, the tumors 
most frequently requiring ventriculographic exami- 
nation are the prefrontal, parasagittal, and post- 
parietal neoplasms. Joun Wittste Epton, M.D. 


Gross, S. W.: Tumors of the Brain in Infancy: Clin- 
ical and Pathological Study. Am. J. Dis. Child., 
1934, 48: 739. 


Of the nine cases of brain tumor in infants which 
are reviewed by the author, eight were those of males. 
Hydrocephalus was present in all. Seven of the tu- 
mors were located in the midcerebellar region, the 
most common site of brain tumors in infancy. The 
neoplasms included three ependymomata, one pi- 
neoblastoma, one astroblastoma, one astrocytoma, 
two medulloblastomata, and one embryonic tumor of 
neuro-epithelial origin not definitely classified. 

In discussing the diagnosis Gross says that many 
of the signs on which reliance is placed in the study 
of diseases of the nervous system in later life are in- 
validated by the chaotic state of the neurological 
reflexes in infancy. Hence, in the cases of infants it 
is necessary to depend more on the history and the 
infant’s general behavior. Ventriculography which 
has proved of great value in the demonstration and 
localization of tumors of the brain in later life is not 
helpful in the cases of infants. 

Subdural hematomata occur much more fre- 
quently in infancy than has been realized and are 
often the cause of enlargement of the head. By care- 
ful taking of the history and clinical studies, this 
condition can usually be differentiated from tumor 
of the brain. In the differential diagnosis, hydro- 
cephalus due to other causes, notably, obstruction of 
the aqueduct due to an inflammatory process or a 
congenital defect, communicating hydrocephalus, 
and abscess of the brain, must be ruled out. 

Joun WILTsIE Epton, M.D. 


Eggston, A. A.: Pathways of Infection in Suppura- 
tive Meningitis. Ann. Otol., Rhinol. & Laryngol., 
1934, 43: 672. 


A review of 363 deaths occurring in an eye, ear, 
nose, and throat hospital in the period from 1926 to 
1933 revealed that 48.8 per cent of these deaths re- 
sulted from suppurative intracranial disease. There 
were 110 cases of meningitis, 53 cases of brain ab- 
scess, and 14 cases in which these 2 conditions were 
associated. 

The regional venous circulation is of prime im- 
portance in the spread of infections to intracranial 
structures. This spread is usually brought about by 
a septic thrombus and may occur in a retrograde 
manner against the circulation. The primary focus 
may be an infection in the auditory apparatus, 
paranasal sinuses, or cavernous sinus, or an infec- 
tion following an accident or operation. 
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Cavernous sinus thrombosis, from whatever 
cause, usually results in a diffuse distribution of in 
fection in the leptomeninges through the numerous 
tributary veins of the brain. Infections following 
surgical procedures may be due to accidental break 
ing through of the bone or a pre-existing osteomy- 
elitis. Infections arising from the paranasal sinuses 
are attributed to contiguity or a suppurative 
phlebitis. The frequency of intracranial infection 
following frontal sinusitis as opposed to its rarity in 
osteomyelitis of the skull is believed due to carion 
crosis of the posterior wall of the frontal sinus. 

The pathways of infection from diseases of the 
temporal bone are numerous and complicated. The 
venous connections of the labyrinth, tympanic 
cavity, and petrous pyramid become involved and 
spread infection in the brain through phlebitis 
However, unless the suppurative thrombi rupture 
into the pia arachnoid, meningitis or abscess mi\ 
not occur. 

Infection may spread through the peritubular or 
perilabyrinthine cells to the tip of the petrous bone. 
There it may cause an osteitis or an osteomyelitis 
with an extensive accumulation of pus if the bone is 
pneumatized bone. The petrous bone is coming to 
be generally recognized as a source of meningitis 
There are three natural avenues of infection from the 
ear to the intracranial space: (1) the aqueduct of the 
cochlear with the perilymph space between the bony 
and membranous labyrinth, which offers a direct 
communication with the cerebrospinal fluid; (2) the 
ductus endolymphaticus, which terminates in the 
saccus under the layers of the dura; and (3) the ex- 
tension of the perineural sheath from the labyrinth 
to the posterior cranial fossa. 

Joun WitsiE Epton, M.D. 


Olivecrona, H.: Parasagittal Meningiomata (ic 
parasagittalen Meningeome). 1934: Leipzig, Thieme. 


Although this monograph of 143 pages with 145 
illustrations deals only with parasagittal meningio- 
mata on the basis of 34 cases observed by the author, 
it reflects the status of brain surgery as it has been 
developed in the course of years by Olivecrona 
It is profitable to study the 34 case histories which 
are presented in a very exact manner and thereby 
to follow the development of Olivecrona’s surgical 
technique step by step up to its present high level. 
In addition to the case reports there are chapters 
on the pathological anatomy, symptomatology, 
diagnosis, operative technique, and after-treatmen! 

In contrast: to Cushing, Olivecrona includes with 
parasagittal meningiomata only the tumors foun: 
on the falx and directly on the sinus. From the 
point of view of the operative technique, meningio 
mata over the convex surface of the brain, even 
when they extend a few millimeters into the sinus, 
are not classified as parasagittal meningiomata 

Of the 34 parasagittal meningiomata reviewc(, 
10 were located in the anterior third of the sinus 
14 in the middle third, and 3 in the posterior third, 
and 7 were true falx meningiomata. According to 
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Olivecrona, at least one-third of all parasagittal 
meningiomata are bilateral. Multiple meningiomata 
are very rare. Olivecrona has seen only 1 case. 

The diagnosis in the cases reported was based on 
the neurological symptoms and the findings of 
roentgenography and ventriculography. In very 
numerous instances the study of the ordinary 
roentgenogram revealed erosion of bone, spicula 
formation, massive proliferation of bone, and en- 
largement of the cranial veins and the furrows for 
the meningeal vessels—all important diagnostic 
findings. Numerous roentgenograms are included 
in the article. Although Olivecrona demands a 
strong indication for ventriculography, he appar- 
ently uses it frequently and with good results, not 
only for diagnosis but also to make sure that the 
operative plan is correct. He emphasizes that 
ventriculography should be followed at once by the 
operation. 

While Olivecrona usually prefers rectal anesthesia 
for brain surgery, he considers local anesthesia suf- 
ficient in cases of parasagittal meningiomata. In 
the latter, however, he gives liberal doses of luminal 
for its sedative effect. The skull is opened in such 
a manner that the bone flap, which is always pe- 
dunculated in the direction of the temples, extends 
beyond the midline so that both sides of the bilateral 
tumor may be reached. With regard to the question 
of ligation and resection of the sinus Olivecrona is 
very reserved. He states that when the sinus is 
entirely compressed or filled with the tumor it may 
be resected without hesitation since, under such 
circumstances the venous outflow has been gradually 
re-routed from the cerebral veins. On the other 
hand, ligation of the sinus when it is permeable 
leads to disturbances of the circulation in the brain 
itself and, for example, in cases of tumor of the 
middle portion of the sinus, to disturbances of the 
innervation of the lower extremity. Whenever pos- 
sible Olivecrona avoids removing tumors close to 
the sinus and falx. As a rule he opens the dura of 
the convexity close to the tumor, pedunculates the 
tumor in the direction of the sinus or falx while 
progressively caring for the vessels, and then re- 
moves the tumor with its point of attachment. Only 
in exceptional cases does he find it sufficient to de- 
stroy the point of attachment by diathermy. As a 
rule he attempts to remove the tumor in one opera- 
tion. He states that procedures to relieve pressure, 
such as subtemporal decompression, should not be 
employed in cases of meningioma. Since his adop- 
tion of the practice of giving blood transfusions 
(from 1 up to 6) during the operation to counteract 
the low blood pressure caused by the considerable 
loss of blood, radical removal of the tumor in one 
operation has become the rule. He has given 
blood transfusions in 80 per cent of his cases. Drain- 
age through a special opening close to the wound 
which has been sutured in layers is practical and not 
associated with danger of cerebrospinal-fluid fistula 
formation. When drainage is not employed it is 
frequently necessary for several days to remove the 
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accumulation of fluid by puncture. The pulse curve, 
the blood-pressure curve, and the chemical therapy 
should always be watched carefully. 

Of 34 patients, 15 per cent died from the inter- 
vention and ro per cent died from recurrence. In 
25 per cent healing occurred with a defect, and in 
50 per cent complete healing resulted. 

(LEHMANN). CLARENCE C. REED, M.D. 


Krabbe, K. H.: Facial and Meningeal Angiomatosis 
Associated with Calcifications of the Brain 
Cortex: A Clinical and Anatomopathological 
Contribution. Arch. Neurol. & Psychiat., 1934, 
32: 737: 


The clinical association of angiomata of the face 
with angiomatous modifications of the pia mater and 
cortical calcifications is described as representing a 
clinical entity. There is almost always an asso- 
ciated epilepsy, and frequently the patient is con- 
siderably overweight. Other frequent symptoms are 
mental debility and a slight spastic hemiplegia on 
the side opposite the facial angioma. X-ray exami- 
nation reveals a characteristic shadow within the 
skull—a distinct sinuous shadow presenting exactly 
the shape of the surface of the brain and showing the 
gyri and sulci, often with double contours. ‘The 
shadow is most often localized in the occipital lobe. 

The first report of a case to be published was that 
of Weber in 1922. In 1921, Wissing described a 
roentgenographic shadow in the right occipital lobe 
in an unpublished report. Another case report was 
published by Dimitri in 1923. Since then several re- 
ports have appeared. Cases of massive calcifications 
associated with angiomata of the brain have been 
recorded but only a few have shown the characteris- 
tic sinuous shadows corresponding to the brain sur- 
face which were originally described by Weber and 
Dimitri. In the previously reported cases of the lat- 
ter type histological examination was impossible as 
none of the patients died. 

Krabbe reports five cases, in one of which a 
pathological examination was made. In four of the 
five the lesion was wholly or mainly in the occipital 
lobe. In the fifth it was in the parietal lobe. 

The histological examination showed that the 
shadow was due to calcification of the outer layers of 
the cortex, not of the pia mater, which seemed to be 
abundantly vascularized but not truly angiomatous. 
The calcification consisted of numerous small, 
mostly microscopic, granules of calcium salts, 
localized in the second and third layers of the corfex. 
The nerve tissue in these layers had been in great 
part destroyed and replaced by fibrillar neuroglia. 
The occipital lobe was shrunken and sclerotic. The 
rest of the brain was apparently normal except for 
very slight changes in certain areas. 

The author believes that the changes in the brain 
are probably not secondary to angiomata of the pia 
mater, but related to a more generalized malforma- 
tion of the organism. This consists in the formation 
of angiomata of the face, slight angiomatous changes 
of the pia mater, and aplasia of the occipital lobe with 
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sclerosis and calcification of the aplastic part. The 
malformations probably originate in fetal life. 

The only therapy indicated is symptomatic treat- 
ment for the epileptic seizures and mental hygiene 
for the mental defects. 

The name ‘‘ Weber-Dimitri’s disease”’ is suggested 
for the condition if it is proved to be a separate 
entity. Epwarp S. Pratt, M.D. 


Fenton, R. A.: Diagnostic Factors Concerning 
Herpes Zoster Oticus. J. Am. M. Ass., 1934, 
ciii, 468. 

It now seems generally agreed that the infectious 
agent in herpes zoster is a filtrable virus which enters 
the body through the nose or nasopharynx instead 
of the skin. This virus involves the nerves and leads 
to an ascending ora descending infectious process with 
definite serum_reactions and antibody formation. 

Involvement of the eighth nerve is characterized 
by vesicle formation which may be limited to the 
posterior wall of the external auditory meatus or 
manifested by only one or two small lesions on 
the concha or mastoid; pain which occasionally 
ceases when the vesicles dry up, but usually lasts 
for weeks and sometimes for months; enlargement 
of a pre-auricular lymph node and occasionally of 
mastoid, cervical, and parotid lymph nodes; loss of 
tactile sensibility; and sometimes vesicles on the 
anterior two-thirds of the tongue, the anterior pillar 
of the fauces, or the soft palate of the same side. 
Facial paralysis may supervene four or five days 
later. in rare instances it occurs coincidentally with, 
or preceding, the eruption. The usual delay of several 
days in the development of motor symptoms sup- 
ports the generally accepted theory that such symp- 
toms are due to secondary pressure on, and infiltra- 
tion of, motor nerves passing through the bony 
canals, foramina, or dural envelopes. 

Vestibular and auditory symptoms, moderate 
vertigo, slight deafness, and buzzing noises may pre- 
cede the eruption by several days or develop simul- 
taneously with it. The dizziness, which is of a 
transitory character, is usually more annoying than 
the disturbances of hearing. Various combinations 
of nerve involvement have been recorded, especially 
involvement of the eighth cranial nerve with other 
cranial nerves. 

The following types of herpes zoster oticus, vary- 
ing in severity, are recognized: (1) a very mild super- 
ficial type simulating eczema, (2) a very severe type 
with meningeal symptoms, (3) a type with dermal 
manifestations resembling erysipelas and followed 
by facial palsy, and (4) a type with cochlear-vestibu- 
lar disturbances which may be very severe and is 
followed by facial paralysis in about 11 per cent of 
cases. 

The condition must be differentiated from peri- 
osteal swelling due to mastoiditis, oedema from fu- 
runculosis, eczema, erysipelas, fungoid eczema of the 
meatal epithelium, intracranial hemorrhage and 
thrombosis, encephalitis, meningitis, and intracranial 
tumors and abscesses. 
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The treatment indicated is largely symptomatic 
although serum from cured cases is stated to relieve 
or shorten the duration of the postherpetic pain 
Shock therapy with foreign proteins and auto 
hemotherapy may be of value. Ultraviolet irradia 
tion, local drying treatment, and cocainization of the 
sphenopalatine region are recommended. 

JouNn WILTSIE Epton, M.D. 


SPINAL CORD AND ITS COVERINGS 


Borchardt, M.: Kyphoscoliosis and the Spinal 
Cord (Kyphoskoliose und Rueckenmark). Schix 
med. Wchnschr., 1934, 2: 613. 


Symptoms of a transverse lesion of the spinal cori 
which in the course of a few weeks lead to spastic 
paraplegia of the legs, sensory disturbances, and 
occasionally also to bladder and rectal disturbances 
occur more frequently in congenital scoliosis than in 
rachitic scoliosis. They are most common in the 
second decade of life, the period of most rapid growth 
The neurological findings show considerable di/ 
ferences from other spinal-cord conditions. Chia: 
acteristic of late scoliotic injury is the rapid develo) 
ment of severe sensory disturbances of all types. [n 
contrast to the transverse myelitis of spondylitis, 
the individual functions are not completely dec 
stroyed. The hypersensitive zone found in cases of 
tumor is absent. At operation on young persois 
with late scoliotic injuries, an abnormal tension of 
the dura is always found. After incision of the dura, 
the cord protrudes and as a rule cannot be sutured 
again. Nevertheless, the operative results are usual], 
good. When the dura is sutured under tension the 
condition becomes worse. 

Borchardt has observed three cases. The first was 
that of an old woman in whom spinal-cord symptoms 
associated with a scoliosis were due to an intradural, 
extramedullary, true spinal-cord tumor. Operative 
removal of the tumor was followed by recovery. 

In the second case, that of a fourteen-year-old bo, 
with rachitic scoliosis, severe symptoms of spina! 
cord injury began without apparent cause during 
the period of most active growth. Hyperesthesia 
and hyperalgesia were found on the right side from 
the second cervical to the fourth dorsal vertebre and 
from the tenth dorsal to the fifth sacral vertebrae, 
and on the left side from the fourth dorsal to the 
tenth dorsal vertebra. Repeated lumbar punctures 
were followed by cure. On the basis of the clinical 
picture the condition was believed to be a circum 
scribed aseptic serous meningitis in the cervical re 
gion. 

The third case was that of a man forty years ol\! 
who had a very marked kyphoscoliosis. Severe 
symptoms of compression myelitis appeared sui 
denly. On myelographic examination the lipiodo! 
remained at the point of greatest curvature. Opera 
tion was refused at first, but permitted later. It 
showed the canal to be greatly narrowed at the apex 
of the curvature and the dura to be definitely pinche. 
The dura was not under tension or pathologically 
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adherent to the spinal cord. After it was opened, it 
could be sutured easily without tension. Postopera- 
tive healing was uneventful. Two months later the 
patient died of decubitus, cystopyelitis, and bron- 
chopneumonia. Autopsy showed the cause of the 
compression myelitis to be a localized osteitis fibrosa 
of the Recklinghausen type with cysts and brown 
tumors of the ninth and tenth dorsal vertebra, de- 
struction of these vertebra, and compression of the 
cord. 

Borchardt agrees with Jaroschy that the trans- 
verse myelitis in severe scoliosis is due to a disturb- 
ance of the blood and lymph circulation incident to 
the scoliosis. As the result of venous stasis and swell- 
ing of the cord, the canal becomes narrowed and 
drainage is obstructed. The frequent narrowing of 
the canal at the vertex of the curvature and the tor- 
sion of the dural tube are also damaging. In cases 
with mild symptoms of irritation, rest in bed or the 
wearing of a corset should be prescribed. In more 
advanced cases Glisson’s hammock is indicated and 
if there is no improvement after two months laminec- 
tomy should be done. 

(TosLeR). Leo A. Junnke, M.D. 


Salman, A. S.: Chordotomy and Its Late Results. 
Nov. Khir. Arkh., 1934, 31: 181. 


The therapy of pain is one of the most interesting 
problems of neurosurgery. Attempts have been 
made to relieve pain by transverse myelotomy, but 
the operations which have been found of most prac- 
tical value for this purpose are performed on the 
sensory tracts of the spinal cord. 

Following the studies of Brown-Séquard and 
Gowers on the physiology of these tracts, the first 
chordotomy was performed by Martin in tort. 
From the literature since that time the author has 
collected 720 cases in which this operation was per- 
formed. 

At first, chordotomy was done only for patholog- 
ical processes of the lower extremity as surgeons 
feared lesions of the nerves of respiration. However, 
in 1927 Forster performed a unilateral chordotomy 
and in 1931 Stookey performed a bilateral chordot- 
omy at the level of the second and third cervical 
segments without causing disturbances. Rotmann 
performed the operation in cases of inoperable tu- 
mors and Schuelter performed it in cases of tabetic 
crises. During recent years the indications have 
been extended to include all pathological processes 
causing pain. 
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The author performed fourteen chordotomies on 
thirteen patients. The indications were inoperable 
carcinoma of pelvic and abdominal organs, sarcoma 
of the pelvic bones, traumatic injuries of the spine, 
post-amputation pains, trophic ulcers, and syrin- 
gomyelia. 

The operation was done under ether anesthesia in 
nine cases and under local anwsthesia in four. The 
incision of the anterolateral tract was 3 mm. deep. 
By unilateral chordotomy, total analgesia was 
obtained in ten cases. In one case, analgesia of only 
the foot, and in the last case no analgesia was 
obtained. In the cases in which bilateral chordotomy 
was done the evaluation of the results was very 
difficult. The failure of some interventions can be 
explained by anatomical variations in the antero- 
lateral tract and also, as suggested by lérster and 
Hagel, by the fact that this tract may become in- 
corporated in the posterolateral tract. 

As a rule: thermal sensibility is also lost in the 
area of analgesia. According to Robineau, this is an 
indication that the operation was performed cor- 
rectly. The other forms of sensibility are not 
affected. In some of the author’s cases the level of 
the anesthesia changed after the operation. In one 
case it was two segments lower fifteen days after 
the chordotomy. In some cases sensibility was 
restored, but was weaker than before the operation. 

Among the possible complications following chor- 
dotomy is paralysis of several muscles from injury 
of the pyramidal tract. This occurred in three of the 
author’s cases. In nine of the author’s cases there 
were disturbances of the urinary tract. Chief among 
these was retention of urine. 


Microscopic examination of the spinal cord after 
chordotomy showed partial necrosis and other lesions 


of the fibers attributable to the operation. ‘These 
changes are responsible for the high postoperative 
mortality. Other causes of postoperative death are 
shock and infection. 

Of the author’s patients, one died of acute men- 
ingitis twelve days after the operation. One patient 
with sarcoma was still alive fifteen months after the 
operation, but another died seven months after the 
operation from multiple metastases. Six patients 
with carcinoma died after from one to five months. 
In one case of post-amputation pains the results 
was satisfactory and stable, but in another the 
symptoms recurred six months after the operation 
and in a third the late results were poor. 

M. SILBERBERG, M.D. 
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CHEST WALL AND BREAST 


Lewis, D., and Geschickter, C. F.: Gynecomastia, 
Virginal Hypertrophy and Fibro-Adenomata 
of the Breast. Ann. Surg., 1934, 100: 779. 


Careful histological studies of the breast tissues in 
cases of gynecomastia, virginal hypertrophy, and 
fibro-adenoma of the breast revealed definite simi- 
larities of structure and suggested that these condi- 
tions may have a common etiological factor. All 
seem to be definitely related to the overproduction 
of the female sex hormone, cestrin and to conditions 
or times of life during which there is constant stimu- 
lation by this hormone. 

Gynecomastia, or abnormal enlargement of the 
male mammary gland, is due to proliferation of the 
ducts and an increase in periductal tissue, and has 
been observed in many cases of chorio-epithelioma 
and teratoma of the testicle. In most of these cases 
the urine was found to contain both Prolan B and 
cestrin. Gynecomastia is often associated also with 
hermaphrodism and pseudohermaphrodism, and has 
been found in cases of tumor of the hypophysis and 
of the suprarenal glands. It can be produced ex- 


perimentally in monkeys by the injection of solu- 
tions of varying amounts of cestrin. 

Virginal hypertrophy, histologically similar to 
gynecomastia, seems to be definitely related to the 
prepuberty period, when there is normally a contin- 


uous production of small amounts of cestrin for 
from three to five years before the onset of men- 
struation. It is apparently the general response of 
the breasts to such stimulation. The local response 
takes the form of fibro-adenomata which are fre- 
quently associated with a lesser degree of virginal 
hypertrophy and present changes very similar his- 
tologically to those of the two other conditions. 

Fibro-adenomata are relatively common during 
the sex life of women. Significant features in the 
series of 480 cases studied by the authors were: 

1. The association of solitary fibro-adenomata 
with diffuse enlargement of the breast (virginal 
hypertrophy). 

2. The slow, prolonged growth, averaging from 
three to four years, and the tendency toward in- 
volvement of a secretion of the breast or the forma- 
tion of multiple tumors. 

3. The tendency of the tumors to appear during 
puberty or pregnancy. 

4. The similarity of the histological changes to 
those observed in gynecomastia. 

Most of the patients were between twenty and 
twenty-five years of age. About one-third of the 
tumors were tender. The tumors increase in size 
rarely during menstruation, but not infrequently 
during pregnancy. Early tumors are of a loose 


myxomatous structure while those of longer dura- 
tion are more solidly fibrous. Microscopic studics 
suggest that fibro-adenoma formation is essentially 
an exaggerated puberty hypertrophy. In most 
fibro-adenomata no acini formation is found and 
the histological changes resemble those seen i 
gynecomastia. Determination of the amount of 
cestrin in one such tumor revealed nearly 50 tinies 
as much as is obtained from the ovaries of the sow, 
a finding which suggests that the tissue is capable of 
holding or concentrating the hormone. The fact th 

the tumor formation begins or increases durii 
puberty or the latter part of pregnancy, when the 
amounts of cestrin are increasing, is also regarded! 

significant. Jay E. Trematne, M.D 


Geschickter, C. F., Lewis, D., and Hartman, C. (..: 
Tumors of the Breast Related to the Qstrin 
Hormone. Am. J. Cancer, 1934, 21: 828. 


Gynecomastia, virginal hypertrophy, and fibro 
adenoma of the breast are quite similar patholoyi 
cally. They all show periductal and duct-stroma 
hypertrophy and hyperplasia of the epithelial lining 
and begin in the pre-puberty period. They are con 
sidered by the authors as variations occurring in 
response to the ovarian hormone, cestrin. 

Gynecomastia was produced in male monkeys }y 
the injection of from 2,000 to 5,000 rat units of 
cestrin. 

Prolonged and uninterrupted stimulation |) 
cestrin is more effective than a number of small re 
peated doses. 

During the pre-puberty stage (from the tenth to 
the fifteenth years of age) the female breast is under 
constant stimulation by numerous ripening and at- 
retic follicles in the ovary which secrete oestrin or 
theelin and frequently presents irregular thickened 
areas. 

Most fibro-adenomata have their onset during the 
same period, though not noted clinically until later. 
They show the same hypertrophy of the stroma 
without acini formation. If they grow rapidly there 
is usually a proliferation of loose embryonic con 
nective tissue surrounding the epithelial lining, the 
so-called intracanalicular myxoma. 

Some fibro-adenomata develop later in life. Their 
formation may begin during pregnancy or their 
growth may be stimulated by pregnancy, during 
which condition menstruation is in abeyance and tlic 
concentration of oestrin is increased. They have 
never been known to begin after the menopause 
Once formed, they do not involute under the int! 
ence of menstruation. 

On analyzing a fibro-adenoma, Geschickter fou': 
that it contained forty-five times as much cestrin 
the normal hog ovary. It is evident, therefore, t! 
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fibro-adenomata have a marked ability to concen- 
trate the hormone. 

Cystic disease of the breast is most common in 
childless women during the period of life when the 
level of ovarian hormones changes repeatedly with 
each menstrual cycle. It shows hypertrophic changes 
in the duct epithelium similar to those occurring in 
fibro-adenomata. It may appear also in fibro- 
adenomata of long standing. 

Virginal hypertrophy results from an abnormally 
high cestrin content of the blood. Fibro-adenoma is 
due to increased amounts of cestrin in the blood act- 
ing on a hypersusceptible tissue which has the 
capacity to concentrate the hormones at the site at 
which the tumor develops. In cystic disease the 
breast is subject to similar hyper-stimulation by 
«estrin, but the effect, which is not so pronounced, 
is transient, recurring with each menstrual cycle, 
and is complicated or diminished in involutional 
changes accompanying each mensturation. 

During active sex life the tendency of increased 
cestrin stimulation is to cause subinvolution and cyst 
formation. As the menopause is approached the 
involution changes are exaggerated and spontaneous 
cure of cystic disease may result. 

Experimentally, Geschickter has been able to 
produce microscopic changes resembling cystic dis- 
ease, but no cysts, by repeated injections of oestrin 
made at intervals. 

Fibrosarcomata are tumors showing all grades of 
malignancy, usually arising from pre-existing fibro- 
adenomata, and most always appearing at the meno- 
pause. At the menopause there is a marked rise in 
the secretory activity of the anterior lobe of the 
pituitary gland. This suggests a synergistic relation 
between the hormone of the anterior lobe of the 
pituitary gland and cestrin. 

In the diagnosis of a doubtful tumor, determina- 
tion of the oestrin level of the blood (Frank method) 
may be of value. Softening of gynecomastia has 
been obtained by repeated injections of prolactin, 
the milk-producing hormone. Geschickter hopes for 
comparable results in fibro-adenomata. 

Harry C. SAttzsTEIN, M.D. 


Overholt, R. H., and Eckerson, E. B.: The Treatment 
of Cancer of the Breast and the Results of Opera- 
tion. New England J. Med., 1934, 211: 703. 


The authors present an analysis of 719 cases of le- 
sions of the mammary gland which were admitted to 
the Lahey Clinic in the period from 1923 to 1933. 
They emphasize the importance of very early diag- 
nosis of cancerous and precancerous growths by rou- 
tine early removal and microscopic examination of 
all mammary tumors and lumps. They have found 
that studies of front and profile photographs of 
breasts are of material aid in the recognition of early 
masses. The relation of palpable axillary lymph 
nodes to operability is discussed. The authors have 
decided that patients showing no involvement be- 
yond the breast and axilla should be treated by radi- 
cal mastectomy. 
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In chronic cystic mastitis they excise any discrete 
palpable tumor and examine it histologically. In 12 
per cent of the cases of this condition in their series 
there was evidence of intraductal hyperplasia, which 
is regarded as a precancerous condition. 

Simple mastectomy is advised for all cases of 
sanguinous discharge from the nipple in which an 
intraductal papilloma cannot be demonstrated. 
Thirty per cent of patients with a bloody discharge 
have been found to have carcinoma. 

In the authors’ cases all benign tumors and cysts 
are excised and examined histologically. 

Routine postoperative irradiation is employed in 
all cases of breast cancer, and metastases and recur- 
rences‘are heavily irradiated. 

The various breast lesions in the cases reviewed 
are classified with regard to type and frequency, and 
the results obtained at the end of five years in 62 
cases in which operation was performed for carci- 
noma are tabulated and discussed. ‘The authors find 
no striking difference in the degree of malignancy of 
growths in young and older patients. 

Jay E. Trematrne, M.D. 


Fox, S. L.: Sarcoma of the Breast. Ann. Surg., 1934, 
100: 401. 


The author suggests a classification of mammary 
sarcomata based on histological and anatomical 
features which can be used by the surgeon as well 
as the pathologist. He divides the tumors into the 
following four main groups: fibrosarcoma, neuro- 
genic sarcoma, lymphoid and myeloid sarcoma, and 
non-indigenous tumors. 

Fibrosarcoma may originate from the interlobar 
connective tissue. Sarcomata of such origin are 
similar to those seen in the fascial sheaths of the 
skeletal muscles of the body. They are solid tumors 
which may undergo cystic degeneration and are 
often encapsulated. Vibrosarcomata of another type 
are derived from pre-existing fibro-adenomata. Iis- 
tologically these tumors resemble closely sarcomata 
of the fascial type except that they show numerous 
groups of acini and lobules. Because of their benign 
origin many of them are encapsulated. The third 
and most common type of fibrosarcoma is the 
serocystic sarcoma of Brodie which is secondary to 
an intracanalicular fibromyxoma. In this tumor 
there is a proliferation of the intralobular connective 
tissue which projects in papilla-like masses into the 
ducts, compressing the latter into narrow epithelial 
strands. 

The sheaths of nerves entering the breast may 
give rise to sarcomata of a very malignant type. 
Tumors of such origin usually grow rapidly. They 
are very invasive, destroying the breast as they 
advance. The melanotic sarcoma and the perineural 
fibrosarcoma belong to this group. 

Lymphoid and myeloid sarcomata arise about 
lymphatic plexuses and aggregations of lymphocytes 
within the breast or about outlying glands. ‘The 
myeloid sarcomata consist of round cells which have 
more cytoplasm and larger nuclei and are lighter 





106 


staining than those of sarcomata of the lymphoid 
type. These are undoubtedly related to similar 
tumors of bone-marrow origin. 

Among the author’s cases of mixed and non- 
indigenous tumors of the breast there were two of 
giant-cell tumor, one of osteogenic sarcoma, and one 
of liposarcoma. The perithelial angiosarcoma and 
pseudosarcoma are excluded from this group. 

lox reviews sixty cases of sarcoma of the breast. 
The patients ranged in age from thirteen to seventy- 
five years, but the greatest number were between 
the ages of forty-six and fifty-five years. Only two 
of them were males. All except four gave a history 
of tumor of the breast. Five gave a history of 
trauma and twenty-two a history of pain and rapid 
growth of the neoplasm. The length of time the 
tumor had been present ranged from one day to 
nineteen years. In none of the cases except those of 
Group 3 was metastatic involvement of lymph 
glands demonstrated. 

In discussing the diagnosis the author says that, 
except in cases of lymphoid and myeloid sarcoma, 
involvement of lymph glands is suggestive of car- 
cinoma. Especially in the absence of metastasis to 
lymph glands, large bulky tumors are very likely to 
be sarcomata. In the author’s series of cases there 
were forty-two of fibrosarcoma, seven each of neuro- 
genic, lymphoid, and myeloid sarcoma, and four of 
non-indigenous tumors. 

Irradiation offers little except in cases of lymphoid 
and myeloid sarcoma which are radiosensitive. How- 
ever, pre-operative irradiation is advocated because 
it is impossible to distinguish the radiosensitive from 
the radioresistant forms. If the tumor becomes 


reduced in size very rapidly under irradiation, 


lymphosarcoma should be suspected. 

Operation is the treatment of choice. Since exten- 
sion occurs to the pectoral fascia rather than to the 
axillary glands, both pectoral muscles and fascia 
should be removed. Axillary dissection may be 
omitted. Enucleation or excision should not be per- 
formed even if the tumor is encapsulated as extension 
of a sarcoma frequently occurs along the blood 
vessels through the capsule. 

In general, sarcoma of the breast has a better 
prognosis than carcinoma. Sarcoma secondary to a 
benign tumor has a better prognosis than primary 
sarcoma, and fibrosarcoma a better prognosis than 
neurogenic sarcoma. In cases of fibrosarcoma the 
chances of cure are slightly higher for fibro-adenoma 
than for sarcoma of the fascial type. 

Ear O. Latimer, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Foster, J. M., Jr., and Prey, D.: The Treatment of 
Acute Traumatic Haemothorax. Ann. Surg., 
1934, 100: 422. 


The authors present a conservative method of 
treating acute traumatic hemothorax by which sep- 
tic complications are avoided and the time of hos- 
pitalization is decreased by half. The procedure 
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consists in the simultaneous aspiration of the blood 
and the introduction of enough air to raise the intra 
pleural pressure to +7 cm. of water or above. The 
aspirations are begun immediately and _ repeate:| 
until all of the blood has been removed and replace: 
by air. Their number and frequency are determine:| 
by the findings of roentgenological examination fo: 
fluid and further bleeding. 

The treatment described is of value in all cases ex 
cept those in which a large blood vessel has bee: 
severed with resulting fatal acute exsanguination 
In cases in which only smaller vessels have been 
injured, it prevents further hemorrhage and the 
blood lost may be re-injected. Collapse of the lung js 
maintained to a degree sufficient to allow healing o/ 
the injured lung tissue. The authors re-expand the 
lung gradually. In the case reported in this article 
re-expansion of the lung was begun on the fifth da 
and was complete within three weeks. The patient 
was discharged from the hospital thirteen days after 
his admission. MINAS JOANNIDES, M.D. 


Hara, H. J.: Organic Foreign Bodies in the Bronchi: 
The Reaction of Lung Tissue in Rabbits. 
Arch. Otolaryngol., 1934, 20: 549. 


The author introduced various solid organic for 
eign bodies into the bronchi of rabbits and after ce: 
tain periods of time killed the animals and examine‘! 
the lung tissue. The gross appearance of the lungs 
varied considerably according to the objects intro 
duced, the manner in which the bronchial obstruc 
tion occurred, and the length of time the bronchus 
was obstructed. The most intense reaction was 
noted in lungs into which peanuts, bark of the pep 
per tree, or popcorn had been introduced. The 
seeds of citrous fruits, grapes, and watermelon 
caused a moderate reaction. The least reaction was 
produced by the bark of the eucalyptus tree and 
cantaloupe seeds. 

Histological examination of the tissues showed that 
the response was progressive and consisted of exuda 
tion and proliferation occurring simultaneously. The 
exudative reaction consisted of the pouring out 0 
large, swollen, irritated septal cells into the pu! 
monary alveoli to form an inflammatory alveolar 
exudate. The proliferative reaction consisted of the 
multiplication of cells lining the alveoli. The reac 
tion increased each day until the pulmonary paren 
chyma lost its normal structure. The area of exudate 
was limited to the immediate neighborhood of th 
larger bronchi and extended outward. The rapidit, 
of this expansion was apparently in direct propor 
tion to the degree of the irritation. 

The secondary change in the lung was always 3 
localized, never a lobar, pneumonitis. It occurred o1 
the third and fourth days in lungs containing th 
most irritating foreign bodies. The vascular change 
was uniformly that of an obliterating arteritis from 
a foreign body that caused a marked reaction. Th: 
proliferative changes in the endothelial lining of th: 
blood vessels brought on, successively, infarction an 
focal necrosis of the pulmonary parenchyma. 
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Frank capillary hemorrhage in the alveolar wall 
and, to some extent, haemorrhage in the alveoli was 
found in lungs containing pop-corn, the bark of the 
eucalyptus tree, watermelon, grapefruit, and orange 
seeds, and peanuts. 

Similar changes were present in the opposite lung 
which contained no foreign body. 

In the author’s opinion, the primary cause of 
drowned lung is a too rapid and excessive outpour- 
ing of mucus and exudate in the presence of a de- 
crease in, or loss of, the cough reflex. 

Ear O. Latimer, M.D. 


Sergent, E., and Mamou, H.: Cases of Pulmonary 
and Thoracic Mycosis (A propos de quelques cas 
de mycoses pulmonaires et thoraciques). Presse 
méd., Par., 1934, 42: 1407. 

The clinical manifestations of pulmonary mycosis 
are varied and numerous and may suggest such 
conditions as tuberculosis, syphilis, cancer, abscess 
and suppurating cyst. In a case of aspergillosis 
reported by the authors with Gaucher and consid- 
ered originally to be uncomplicated, the presence 
of a complicating tuberculosis was eventually dis- 
covered. To rule out complicating infections in 
cases of mycosis all resources must be employed in- 
cluding inoculation of a guinea pig to eliminate 
tuberculosis. Various cutaneous and serological re- 
actions have been devised, but their interpretation 
is often difficult. In some cases it is necessary to 


rely on clinical observations and the response to 
treatment with iodides. 

The first case reported by the authors was that 
of a previously well woman thirty-two years old 


who sought treatment for severe hemoptysis and a 
purulent expectoration. A roentgenogram showed 
in the left para-hilus region a cavity containing air 
and fluid. This was believed to be of tuberculous 
origin, but no bacilli were found. Artificial pneumo- 
thorax was without benefit. When the patient was 
first seen by the authors two years later the thoracic 
condition was unchanged and there was a history of 
the appearance of lesions on the lower extremities 
several months previously. ‘The lesions consisted 
of cutaneous nodules which, when incised, yielded 
a gummy exudate. Bacteriological examination of 
a lesion which still remained on one foot over the 
tendon of Achilles was negative. The Wassermann 
test was likewise negative. A mycotic infection 
being suspected, intensive iodide treatment was 
given. This effected a complete cure which was 
maintained for three years. Recently there was a 
relapse which was apparently favored by secondary 
infection and permanent anatomical changes in the 
lung. Because of the skin lesions the etiological 
agent was believed to be the sporatrix. 

The author’s second case was that of a student 
who presented a florid skin, a generalized lymph- 
adenopathy, and an extremely large spleen. ‘The 
lymph nodes were small, firm, and painless. Phys- 
ical examination was otherwise entirely negative 
and there was nothing in the history to explain the 
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splenomegaly. Because of the huge proportions of 
the spleen, splenectomy was done. ‘The spleen 
weighed 2 kgm. On microscopic examination it 
showed a sclerosis with Gandy-Gamna_ nodules 
which are regarded by some as mycelial formations. 
After an interval of perfect health the patient began 
losing weight and appetite and developed night 
sweats, a cough, and an afternoon fever. No 
tubercle bacilli could be demonstrated in the spu- 
tum. Roentgenograms showed evidence of con- 
solidation in the base of the right lung. From the 
sputum, blastomycetes were isolated and identified 
by culture. Intensive iodine therapy resulted in 
clinical and roentgenological improvement approach- 
ing cure. 

The authors report also two cases of thoracic 
(non-pulmonary) actinomycosis which for a time 
had been treated unsuccessfully as tuberculosis and 
in which iodine therapy led to rapid cure. 

ALBERT F. De Groat, M.D. 


Debré, R., and Gilbrin, E.: Gas Cysts of the Lung 
and Bronchiectasis (Sur les kystes gazeux du 
poumon et les bronchiectasies) Presse méd., Par., 
1934, 42: I113. 

Gas cysts of the lung were for a long time regarded 
as curiosities of no general clinical or pathological 
interest, but recent studies of such cysts have added 
much to our knowledge of the common disease, 
bronchiectasis. 

The essential clinical feature of gas cysts is dysp- 
noea which occurs in paroxysms during the first few 
weeks, months, or years of life and less commonly at 
an advanced age. ‘The younger the patient the more 
violent are the attacks. Previous to the onset, the 
patient presents the picture of good health, as is of- 
ten the case in the presence of congenital anomalies 
in other parts of the body. The latency of congenital 
anomalies is explained by their slow evolution. ‘The 
symptoms caused by gas cysts of the lungs call atten- 
tion immediately to the thorax and examination re- 
veals physical signs which are identical with those of 
pneumothorax, namely, hyperresonance, absence of 
breath sounds, and displacement of the mediasti- 
num. The roentgenogram discloses the nature of the 
condition, showing absence of collapse of the lung 
and the presence of rounded clear areas surrounded 
by dark bands which give them a rounded or poly- 
cystic outline. The clear areas are traversed by the 
shadows of vessels or cyst walls. 

The evolution of the cysts is variable as is indi- 
cated by the variations in the clinical picture. Fre- 
quently the cysts remain stationary and the symp- 
toms are more or less latent. Again, the cysts may 
enlarge progressively, causing disturbances even- 
tually incompatible with life. When they are of large 
size from the beginning, the result is stillbirth or 
very short survival. Other possibilities are rupture 
into a large bronchus, the fusion of several cysts, and 
suppuration. 

The structure of the walls of the cysts reveals their 
origin, all of the elements constituting the normal 





108 


bronchus being found. The formation of the pouch 
appears to be brought about by a hypoplasia of the 
elastic tissue and, more important, a hyperplasia of 
the bronchial mucosa with the formation of veritable 
acini or bronchial buds instead of the alveoli which 
would develop under normal conditions. Vascular 
deformities occur in the form of telangiectases. 
According to the authors’ theory of the relation of 
bronchiectasis to gas cysts, an individual with a 
latent or “‘fruste” form of cystic disease of the lungs 
develops a pneumonitis which precipitates the symp- 
toms and the physical signs of bronchiectasis. The 
authors believe that only in this way is it possible to 
explain the large bronchiectatic cavities which de- 
velop in children after such brief diseases as scarlet 
fever and influenza, and their frequency in the ab- 
sence of a history of serious pulmonary disease. Asa 
sequel to chronic bronchitis the disease is rare. 
According to the authors’ theory, the congenital 
cysts which are often incompatible with life are mon- 
strous forms of bronchiolectasis which is the basis of 
the clinically well-known and not infrequent bron- 
chiectasis. AtBert F. De Groat, M.D. 


Rienhoff, F., Jr., and Broyles, E. N.: The Surgical 
Treatment of Carcinoma of the Bronchi and 
Lungs. J. Am. M. Ass., 1934, 103: 1121. 


The authors describe a technique they have de- 
veloped for pneumonectomy and report two cases in 
which it was used successfully. Before the operation 
is performed, artificial pneumothorax is induced for 
two purposes: (1) to render the patient accustomed 
to breathing with only one lung, and (2) to enable 
him to become adapted to the altered conditions of 
intrathoracic pressure that exist during and after 
the operation. 

The hilus of the lung is approached through an 
incision in the anterior thoracic wall and is com- 
pletely exposed so that anatomical dissection may 
be performed carefully. The pulmonary artery and 
veins are ligated independently. As these vessels lie 
for the most part ventral to the main primary bron- 
chi, they are cared for at the beginning of the opera- 
tion to prevent excessive loss of blood. Early liga- 
tion of the veins is of advantage also because it de- 
creases the danger of air embolism and the spread of 
metastases by way of the blood stream. The ap- 
proach to the operative field through the third inter- 
costal space anteriorly permits dissection of the 
lymph glands of the hilus and of the posterior medi- 
astinum. 

The bronchus is closed by cutting the cartilage 
ring at several points in its circumference and sutur- 
ing the mucosa and wall separately. The authors 
have found that cauterization of the bronchus is apt 
to cause sloughing. 

The authors believe that thoracoplasty is unneces- 
sary. They state that preservation of the normal 
thoracic cage is an important factor in the compensa- 
tory restitution. The thoracic cage serves somewhat 
as an anchor to which the heart and mediastinum 
are attached by fibrous bands. Part of the remaining 
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pneumothorax cavity becomes filled by the gradual 
compensatory expansion of the remaining lung and 
the rest becomes gradually obliterated by the forma 
tion of multiple fibrous bands. 

Earv O. Latimer, M.D. 


Monod, R., and Demirleau, J.: Single-Stage Lobec- 
tomy with Open Pleura (La lobectomie, en 
plévre libre, en un temps). Bull. et mém. Soc. nat. de 
chir., 1934, 60: 998. 


The authors prefer lobectomy to the cauter, 
pneumectomy of Graham, the fragmentary pneu 
mectomy of Baumgartner, and the cuneopneumecto 
my of Coquelot as the latter procedures limit ex 
ploration of the thorax, are often incomplete, ani 
are generally insufficient when the lesions are mu! 
tiple or disseminated as in bronchiectasis. 

In describing the technique of lobectomy the: 
discuss three major problems, viz., the closure of thi 
pedicle, the treatment of the pleura, and the oblitera 
tion of the remaining cavity. They trace the experi 
mental and clinical developments in the solution oi 
these problems briefly from 1881 up to the pre; 
ent time, stressing particularly the advances whic |) 
have been brought about by the German and Amer 
ican schools. 

They report four cases in which lobectomy was 
done. Two of the patients died. The autopsy find 
ings and the cause of death in the fatal cases are 
discussed. 

Following the case reports the authors refer 
briefly to their experimental studies which have 
proved the feasibility of lobectomy and even of 
complete pneumectomy. 

The report is profusely illustrated and is discussed 
by Proust, Mauer, and Moure. 

NaTHan A. Womack, M.D. 


Petrén, G.: The Problem of Severe Cerebral Symp- 
toms After Operations on the Pleura or Lung 
(Zur Frage schwerer zerebraler Symptome bei 
Operationen an Pleura oder Lunge). Acta chirurg. 
Scand., 1934, 74: 1. 


Petrén reports three cases in which cerebral symp 
toms developed after an operation for empyema ani! 
pulmonary suppuration, and discusses arterial air 
emboli as a causative factor. 

In his first case the symptoms developed follow 
ing an attempt at the localization of a lung abscess b\ 
aspiration with a needle after the presence of adhe 
sions had been established by the usual technique 
On withdrawal of the needle, the patient suddenly 
looked ill, the pulse became weak, and there was 4 
temporary loss of consciousness. Hemiplegia an 
facial paralysis then developed on the left side anc 
speech was impaired. Later, convulsions occurred, 
and twenty hours after the operation the patien 
died. Postmortem examination revealed a sma‘! 
abscess, the size of a walnut, in the right lower lobe, 
and a basal empyema with thick pus. Examination 
of the brain yielded no explanation of the severe 
cerebral symptoms. 
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The second case was one of empyema. Following 
drainage, the patient became pale, perspired freely, 
developed a hemiplegia on the right side, and be- 
came blind, but recovery resulted after several hours. 
(he eye grounds were found normal. Examination 
of the visual fields disclosed a left homonymous 
hemianopsia in the lower quadrants. Later, the 
visual fields became normal. 

In the third case there was an empyema cavity 
with multiple bronchial fistula and bandsand strands 
of tissue. Following ligation and severance of the 


bands, the patient lost consciousness, the pupils 
failed to react, and there was a change in the respira- 
ition. After closure of the wound there was loss of 
vision. Examination of the eyes five hours later re- 
vealed diminution of light perception, normal eye 
grounds, and a left homonymous hemianopsia. Sub- 
sequently improvement occurred. 
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These phenomena have been attributed to pleural 
reflex, pleural shock, epilepsy, and eclampsia. When 
Forlanini, in the nineteenth century, advocated arti- 
ficial pneumothorax for the treatment of pul- 
monary tuberculosis similar complications were re- 
ported. Brauer concluded that sudden death asso- 
ciated with such phenomena is due to air embolism. 
According to others reporting fatal cases with these 
symptoms, changes have been found in the brain 
when death did not result immediately. 

On the basis of his own cases and the cases re- 
ported in the literature the author concludes that air 
embolism is the most probable cause of the cerebral 
symptoms. In 1921 Schlapper expressed the opinion 
that indurated lung tissue lends itself to this acci- 
dent as the veins in fibrotic tissue stand open be- 
cause of the adjacent scar tissue. 

WILLARD VAN Hazet, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Pampari, D.: A Case of Multiple Ventral Herniz 
Spiegel’s Hernie — with a Concomitant 
Strangulated Umbilical Hernia (Su di un caso di 
ernia ventrale multipla, ernia dello Spigelio, e di 
concomitante ernia ombellicale strozzata). Arch. 
ital. di chir., 1934, 37: 6109. 

Pampari reviews the literature on Spiegel’s hernia. 
Opinions differ as to the relative importance of the 
various causative factors because of the rarity of 
the condition (only eighty-eight cases have been 
reported) and because most of our knowledge re- 
garding herniz of this type is based on observations 
made at operation. The majority of those reporting 
such herniz have attributed great importance to the 
vascular foramina in Spiegel’s line and an anomaly 
of the perforating branch of the inferior epigastric 
artery. According to others, the lacune at the point 
of union of the muscular and aponeurotic fibers of the 
transversalis are of greater importance. According 
to a third group, the chief factor is the dissociating 
action on the aponeurotic fibers of accumulations 
of properitoneal fat. 

The author’s case is of special interest because of 
the association of an extremely large umbilical 
hernia with three large spiegelian hernia. All of the 
hernia were irreducible. The patient was a woman 
fifty-two years of age. The large umbilical hernia 
had been present for many years. At operation, 
more than a meter of strangulated bowel in the 
umbilical sac was resected. 

According to the operative, autopsy, and histo- 
logical findings, the abdomen was divided into a 
deep and much reduced cavity—the true abdominal 
cavity—and a much larger, sacculated, subcuta- 
neous portion representing the hernia. The former 
contained the duodenum, the first part of the ileum, 
and the last half of the large intestine. The rest of 
the bowel had escaped through the umbilical ring 
and the foramina in the region of Spiegel’s line on 
the right side. The first of the ventral hernie con- 
tained a loop of small intestine; the second, the last 
part of the ileum and the cecum; and the third, a 
portion of the ascending colon. Apparently one 
hernia occurred through a vascular opening, while 
formation of the two others was favored by dissoci- 
ation of the aponeurotic fibers or by congenital 
lacune. In Pampari’s opinion the properitoneal fat 
is the most important factor in the formation of such 
herniz as in its gradual growth it enlarges the vas- 
cular foramina and exercises a separating action on 
the aponeurotic fibers. 

Microscopic examination of the abdominal wall 
showed advanced muscular atrophy with fibrous 
replacement and marked fatty infiltration. 


The article contains illustrations and is followed 
by a bibliography. M. E. Morse, M.D. 


Bardesco, N.: Occult Epigastric Hernia (Sur la hernic 
épigastrique occulte). Rev. de chir., Par., 1934, 53 
589. 

By “occult epigastric hernia’? the author means 
the small herniz which occur in the midline between 
the xiphoid and umbilicus, can usually be felt on|) 
with difficulty or not at all, and are often the cause of 
abdominal symptoms out of proportion to their size 
He reports eleven cases with major gastro-intestina| 
disturbances which were completely cured by exci- 
sion of the hernial sac followed by repair of the defect. 
In five of these cases the symptoms were at first 
ascribed to ulcer of the stomach; in one, to carcinoma 
of the stomach; in one, to appendicitis; and in one, to 
intestinal obstruction. In four there was severe 
hematemesis. In only five was the hernia recognize 
before operation although it was sought for carefully 
in all. In none of them was any pathological chanye 
found in the gastro-intestinal tract at laparotomy. 

The herniz varied from the size of a pea to that of 
an olive. Apparently none of them was a so-calle« 
properitoneal hernia as all of them had a sac. 

In discussing the difficulty of finding the her 
nia on clinical examination, the author advises 
examination of the patient in many different posi 
tions, with careful palpation along the midline be 
tween the xiphoid and umbilicus. Frequently only a 
tender spot can be found. He emphasizes the fre 
quent similarity of the symptoms caused by such 
herniz to those of ulcer of the stomach. In most of 
the cases he reports the pre-operative diagnosis was 
based on clinical findings not supplemented by those 
of roentgen examination. 

Max M. ZINNINGER, M.D 


GASTRO-INTESTINAL TRACT 


Gray, H. K., Balfour, D. C., and Kirklin, B. R.: 
Cancer of the Stomach. Am. J. Cancer, 1934, 22: 
240. 

This article was prepared at the request of the 
American Society for the Control of Cancer as one oi 
a series of monographs on subjects of interest an 
importance to those engaged in the diagnosis and 
treatment of cancer. 

The authors call attention to the fact that cancer 
of the stomach causes more deaths than cancer of 
any other organ and in the majority of cases seen by 
the surgeon is too far advanced to permit complete 
removal of the involved tissue. In spite of the pes 
simism which has always existed in the minds of 
members of the medical profession and laymen, 
experience has shown that a malignant process 
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in the stomach may be cured if it is diagnosed 
early in its growth. Roentgenological diagnosis has 
made possible the recognition of cancer of the 
stomach in its earliest stages, and such an examina- 
tion should be insisted upon for every patient with 
symptoms suggesting a pathological gastric change 
which do not subside rapidly under treatment with 
the usual remedies. The authors believe that as 
surgical removal of the lesion offers the only possibil- 
ity of permanent relief, exploration is warranted in 
any case of cancer of the stomach unless the condi- 
tion is clearly incurable because of distant metastasis 
or unless the lesion itself is definitely inoperable as 
evidenced by the findings of roentgen examination. 

The authors review the etiology of the condition, 
the age and sex incidence in several large series of 
cases, and the many methods which have been sug- 
gested for the diagnosis of gastric cancer. They 
state that the most outstanding advance in the 
diagnosis is roentgen examination. 

The discussion of the treatment includes the indi- 
cations for operation, the pre-operative treatment, 
the anesthesia for operation, the operative tech- 
nique, and the postoperative care. The authors 
believe that the mortality of partial gastrectomy for 
cancer should be close to 10 per cent. They discuss 
the clinical and pathological factors affecting the 
prognosis and conclude that the three factors most 
important in decreasing the possibility of long sur- 
vival after operation are involvement of the lym- 
phatic structures, serosal involvement, and high- 
grade malignancy. 

The X-ray diagnosis is discussed by Kirklin. 


Bohmansson, G.: On the Technique of Partial 
Gastrectomy (Billroth I). Acta chirurg. Scand., 
1934, 75: 221. 


The author advocates resection by the Billroth I 
method as a routine operation for gastroduodenal 
ulcers. In cases without acute complications its 
mortality is less than 4 per cent. Bohmansson per- 
forms it under local anesthesia with splanchnic and 
vagus block from a median incision. Important 
factors in the technique are observance of the 
anatomical conditions, gentleness in the handling of 
the vessels, muscles, and nerves in the resection 
edges, avoidance of the use of clamps on the tissues 
left, intestinal incision with diathermy, extensive 
mobilization of the duodenum in cases of duodenal 
ulcer, and care to avoid making a too-wide anasto- 
mosis. 

_ The article is concluded with a brief review of the 
indications for the operation and the usual compli- 
cations, 


Costa, G.: Late Intestinal Stenoses Secondary to 
Hernial Incarcerations (Le stenosi intestinali 
tardive secondarie agli incarceramenti erniari). Arch. 
ital. di chir., 1934, 37: 45. 


Costa sums up his theories regarding late intestinal 
stenosis secondary to hernial incarcerations, reviews 
clinical and experimental studies of the condition, 
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and reports eight cases in which he operated success- 
fully. The number of reported casés does not exceed 
fifty. The decrease in the frequency of the condition 
in recent years is attributable to more frequent per- 
formance of the radical operation for hernia and 
early intervention in cases of strangulation. 

The origin of this clinical &ntity always lies in an 
error in judging the biological condition of an 
intestinal loop which, after temporary strangulation, 
is replaced in the abdomen at operation or by manual 
reduction. The mistake is often unavoidable because 
the changes are not distinct and the loop does not 
present a uniform or pathognomonic appearance. 
However, the mechanism of the stenosis is always 
the same. The lesions begin in the mucosa, which 
undergoes massive ischemic necrosis. In this process 
the action of the constriction ring is most important. 
It stimulates the muscular layers to contract, thus 
throwing the mucosa into folds and cutting off the 
blood supply at the base. The lesions extend pro- 
gressively toward the exterior although the mucosa 
is transformed into a kind of sequestrum with a line 
of demarcation which protects the outer layers and 
the peritoneum. If operation is performed at the 
stage when the process is limited to the mucosa, the 
lesion will escape the most careful observation. 
Therefore the condition underlying the late stenosis 
is a temporary strangulation which is compatible 
with a slow cicatricial reconstruction. 

The clinical course is progressive. It is divided 
into a prodromal stage characterized by vague dis- 
turbances, diarrhoea, and intestinal haemorrhage, 
which corresponds to the degenerative histological 
phase, and a terminal stage, in which the stenosis, 
partial or complete, is established. A free interval of 
apparent cure intervenes between the replacement of 
the loop and the onset of the premonitory symptoms. 
This interval, which in the reported cases varied 
from a few days to fourteen years, is pathognomonic. 

In discussing the prevention of the condition the 
author emphasizes the importance of caution during 
ordinary herniotomies. He states that while there is 
no decisive evidence of the potential vitality of a 
loop of intestine, a sign of reduced vitality, which 
has not been sufficiently appreciated, is a total, mas- 
sive infiltration of the intestinal walls. 

M. E. Morse, M.D. 


Ladd, W. E., and Gross, R. E.: Intussusception in 
Infancy and in Childhood: A Report of 372 
Cases. Arch. Surg., 1934, 29: 365. 


The authors report on 372 cases of intussusception 
from the Children’s Hospital, Boston. To show the 
improvement in the treatment of this condition, the 
results obtained in the twenty-year period from 1908 
to 1927 are compared with those obtained in the five- 
year period from 1928 to 1932. Of the go cases treated 
in the last five years, resection was done in only 2 
(2.2 per cent), whereas of the 282 cases treated in the 
previous twenty years, resection was done in 28 (10 
per cent), The reduction in the frequency of resec- 
tion was due to the following 3 facts: 
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1. In the last five years patients were referred ear- 
lier for treatment. 

2. The surgeons became somewhat more bold in 
attempting to reduce intussusceptions which pre- 
viously were regarded as irreducible. 

3. Experience showed that the intestine which 
was badly discolored and damaged after reduction 
was frequently viable, whereas formerly such an ap- 
pearance would have led to resection. 

Eighty-seven per cent of the patients were under 
two vears of age and 70 per cent were between the 
ages of four and eleven months. Sixty-one per cent 
were boys. 

The important and most frequent symptoms were 
attacks of abdominal pain, pallor, sweating, vomit- 
ing, and the passage of bloody stools. The prominent 
physical findings were shock, dehydration, a palpa- 
ble abdominal mass, the passage of blood from the 
rectum, and possibly a mass palpable by rectal 
examination. Roentgen observations in the ileocolic 
variety were characteristic, but roentgen study was 
not necessary in the average case of acute intussus- 
ception. 

The usual treatment was operative reduction. Re- 
section was done only when the attempt at reduction 
failed. Of the 30 resections, only 2 were successful. 

The mortality in all cases showed a continuous 
downward trend from 59 per cent in the period from 
1908 to 1912 to 14 per cent in the period from 1928 to 
1932. In the last five years 60 cases were seen within 
thirty-six hours after the onset of symptoms. In 
this group operation was performed with no mor- 
tality. Herbert F. Taurston, M.D. 


Peterson, L.: Adhesion of the Terminal Ileum and 
Ileus of the Adherent Terminal Ileum. An 
Anatomical, Clinical, and Clinicostatistical 
Study (Beitrag zur Kenntnis des [leum terminale 
fixatum und Ileus ilei terminalis fixati. Eine ana- 
tomische, klinische und klinische-statistiche Studie). 
Icta chirurg. Scand., 1934, 75: Supp. 32. 

The author believes that in most cases of adherent 
ileum the condition is a congenital anomaly or vari- 
ant of development. During the physiological sec- 
ondary period of adhesion the terminal ileum, the 
cecum, and the ascending colon come to lie pressed 
to the right renal or suprarenal region. It is charac- 
teristic of such cases that the most caudally situ- 
ated part of the meso-ileum is missing or for a longer 
or shorter distance lies lower than normal and limits 
the free mobility of the intestine. 

According to Peterson’s study, a proportionate 
increase in these cases seems to occur after birth and 
to be most pronounced at the transition period from 
youth to middle age. However, this increase may 
depend, in part at least, upon such folds and adhe- 
sions as seem to be physiological in children and 
become pathological later in life. In an inconsider- 
able number of cases the condition may be the result 
of trauma, thrombosis, chronic mesenteritis, or an 
acute inflammatory process in the ileocecal region. 
\ppendicitis seems to be of little or only slight im- 
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portance. The condition is encountered more ofte) 
in males than in females. In the fetus or newbor) 
infant no scars are found in the abnormally lo, 
meso-ileum or adjacent intestine. Later in life thes: 
parts are transformed by scars. In cases of ileus 0 
the fixed terminal ileum these changes are excessiv: 
although, even with this occlusion, scars are som: 
times absent. A membrane similar to Jacksor 
membrane seems sometimes to take part in the 
cicatricial transformation. 

According to the author’s anatomical and embry 
logical findings, the terminal ileum and sigm: 
colon may be attached to their surroundings 
directly to each other and, in addition, may be fix: 
to the dorsal abdominal wall in the right iliac fos 
even in the absence of demonstrable scar transfo 
mation. The author’s findings support Broma: 
hypothesis that the physiological secondary fixati 
of the intestine is due to the general adhering ten 
ency of the serosa under certain conditions rat] 
than to an adhesive tendency inherited in the 
minal layer which migrates from one part of | 
intestine to another. An innate adhering tenden 
between the ileum, caecum, ascending colon, a) 
hepatic flexure does not seem probable. The auth » 
holds that the fixation of the proximal colon is | 
released in the later months of embryonic life, a: 
that, accordingly, there is no third physiologi: 
affixing period for the intestine. 

Peterson’s statistical investigations on Trev: 
caco-appendix types reveal a marked forming a: 
deforming influence of the intestinal contents a 
activity on the ceco-appendix. A transformation 
the fetal type occurs. This is probably most mark 
during the earliest years of childhood and becon 
stabilized between the ages of eleven and twer 
years although even later in life a slow change occ 
in the direction assumed in childhood. The auth 
is of the opinion that some of the periappendicu! 
“‘adhesions”’ are fetal formations. He believes t! 
to be true chiefly in the cases in which no acute pr 
gressing attacks of appendicitis attacks have o 
curred. A long sigmoid colon is found relative 
often in fetuses in Karelia. 

Occlusions may be divided into a western Eu: 
pean and an eastern European group. In Finland 
the latter are found. They are characterized | 
frequent association with the forms of ileum whi 
are due principally to congenital anomalies or va! 
ants of the intestine and mesentery but are oft 
transformed in the course of years. These occlusic 
occur almost exclusively in males. 

The adherent terminal ileum is often an import: 
factor in the occurrence of volvulus of the ileu 
“twisted occlusion,’ and other forms of ileus in 
terminal ileum. It frequently seems to contribute 
the development of the “nodus ilei with sigm 
flexure” and sometimes to the occurrence of \ 
vulus of the cecum. 

The variant adherent terminal ileum seems 
occur in many countries. It iscommon in the east: 
part of Finland and probably throughout that co: 
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try. It seems to predispose to ileus in races with a 
more or less apparent admixture of Slavic blood. 
|lowever, heavy physical labor and life under rela- 
tively unfavorable conditions are contributory fac- 

vrs. Ileus of the adherent terminal ileum occurs 
chiefly in men between middle and old age who are 
‘ngaged in heavy agricultural labor. 

[he majority of persons with the condition suffer 
for some time with gastric and intestinal disorders, 
iften in the form of a more or less pronounced ob- 
struction of passage in the lower part of the small 
intestine. Asa rule the onset is comparatively acute, 
hut it occurs more often within a few hours or a day 
than as a hyperacute condition. 

The typical acute attack indicates a quickly de- 
veloping pronounced toxic state with the obstructed 
intestine lax and filled with fluid and rapidly slack- 
ening peristalsis. In rare instances intestinal gan- 
grene has been found. 

Operation should be done under lumbar anes- 
thesia or, in the cases of seriously ill patients, local 
anesthesia. Both before and after the operation 
generous amounts of fluids and hypertonic sodium 
chloride solution should be given. After the opera- 
tion the intestine must be well evacuated in the 
least fatiguing manner. The basic aims of operation 
are removal of the obstruction and provision for 
ellicient postoperative evacuation of the obstructed 
intestine. Simple detorsion is sufficiently effective 
only if the afferent coil shows good peristalsis and 
vitality. In the absence of good peristalsis and 
vitality of the afferent coil, appendicostomy or a 
Witzel ileostomy should be done. If the wall of the 
ileum is fragile and relatively inactive, cacostomy 
may be tried. In this procedure as well as in appen- 
dicostomy the fistular drain should be introduced 
into the afferent intestine through the coils of the 
colon and past the obstruction. If the condition is 
very toxic and a large part of the small intestine is 
bulging and lax, the formation of an axial artificial 
anus seems to be indicated. 

The prognosis is unfavorable. In Finland the 
mortality in operatively treated cases has been re- 
duced from 59.5 per cent in the period from 1915 to 
1930 to 45.2 per cent in the period from 1931 to 1932. 
The danger of a secondary adhesional occlusion or of 
recurrence of occlusion by the adherent terminal 
ileum is not slight. When, after the operation, there 
are signs of a low obstruction in the small intestine, 
ileocolostomy or resection of the intestine should be 
considered. Louis NeuwE.tt, M.D 


Dinnick, T.: The Origins and Evolution of Colos- 
tomy. Brit. J. Surg., 1934, 22: 142. 


Wounds of the bowels were recognized in remote 
antiquity. Even then it was noted that persons 
with bowel wounds sometimes survived when a 
fecal fistula was established and that in cases of 
strangulated hernia a cure sometimes resulted when 
an artificial anus was formed as the result of in- 
lammation and sloughing. The anatomy of such 
openings was well known, and the afferent and 
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efferent loop and the spur were described by many 
ancient writers. Stabbing of the colon of a sheep or 
horse suffering from obstruction is a veterinary 
operation the origin of which is lost in remote an- 
tiquity. Pillore, a surgeon at Rouen, performed 
cecostomy for cancer of the rectum. His patient, a 
wine merchant, died on the twenty-eighth day after 
the operation. Autopsy revealed that the colostomy 
was functioning perfectly without leakage into the 
peritoneal cavity. Death was caused by the pre 
vious administration of about 2 lb. of quicksilver 
which, held up in a loop of jejunum, caused the loop 
to gravitate to the pelvis and thereby produced dis- 
seminated gangrene of the small bowel. The pri- 
mary obstruction was due to a carcinoma of the rec- 
tum. 

Colostomy may be said to have had its real birth 
when Duret in 1793 performed a successful left iliac 
colostomy in a case of imperforate anus in a child 
three days old. ‘The patient lived to the age of forty- 
five years. With Duret began the history of colos 
tomy. Duret antedated Callisen in the conception 
of lumbar colostomy. He made a very small incision 
and secured the bowel by a stitch in the mesocolon, 
thus preventing recession of the bowel. He noted 
the occurrence of prolapse and he used the anal canal 
as a channel for the administration of a colonic flush- 
ing. Surely, as the prophet says, “All knowledge is 
but a remembrance, and all discovery but a forget 
ting.’ Duret was professor of surgery at the Mili 
tary and Marine Hospital at Brest, a humble and 
obscure naval surgeon. In 1797, Dumas reported to 
the Medical Society of Paris a case of imperforate 
anus. He did not operate in that case, but from the 
findings at autopsy he concluded that a colostomy 
on the left side would have been feasible surgically. 

In 1797, Fine, surgeon in chief of the hospital of 
Geneva, performed a transverse colostomy on a 
woman sixty-three years of age after obstruction had 
been present for fourteen days. The operation was 
successful, but the patient died three months later 
and autopsy revealed a primary growth in the upper 
rectum causing complete obstruction. 

The first colostomy in England was done in 1815 
by Freer, a surgeon in Birmingham. Freer per- 
formed a left iliac colostomy for imperforate anus 
and the child lived three weeks, dying eventually of 
marasmus. In 1820, Pring, of Bath, a clever and re 
sourceful surgeon, performed a left iliac colostomy 
on a patient who had had an obstruction from cancer 
of the rectum for twelve days. The patient survived. 
It was not until the time of Amussat, of Paris, that 
colostomy was rescued from the realm of occasional 
and heroic operations and advanced to its proper 
place in surgery. Amussat abandoned the longitudi- 
nal incision of Callisen and Duret and substituted a 
transverse incision 4 in. long made midway between 
the last rib and the iliac crest and extended well 
back to the erector spine and quadratus lumborum 
muscles. He fixed the bowel to the anterior angle of 
the wound by a stitch and left the rest of the wound 
open. Lumbar colostomy was an operation well 
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suited to the pre-anxsthetic and pre-antiseptic times 
in which Amussat lived. Amussat’s activities gave 
the operation an impetus which carried it success- 
fully to the time of the younger Allingham. It be- 
came the operation of election and was practiced by 
all surgeons in Europe, England, and America. It 
will be remembered that Duret stitched the meso- 
colon. This most effectively prevented collapse of 
the bowel and formed a good spur. In 1855 the 
necessity for a spur was definitely recognized. In 
1888, Maydl advanced and simplified colostomy by 
his idea of passing a vulcanite rod through the meso- 
colon. The rod lay upon the belly wall and very 
effectually prevented recession of the loop of bowel. 
Two distinct ways of performing an abdominal 
colostomy are now recognized. One depends for its 
efficiency upon a spur—the method of Duret, Alling- 
ham, and others. The other consists in division of 
the bowel, closure and invagination of the distal end, 
and utilization of the free proximal loop in various 
ways. The use of this method led surgeons to a care- 
ful study of the colonic blood supply. Many ingeni- 
ous methods of operation have been devised to ob- 
tain sphincteric control of the anus. 
Joun W. Nuzum, M.D. 


Brandman, H.: Appendicitis and Acute Inflamma- 
tory Abdominal Conditions in Scarlet Fever: 
A Report of Nine Cases and a Review of the 
Literature. Arch. Surg., 1934, 29: 612. 


Brandman reviews nine cases in which abdominal 
manifestations of scarlet fever were mistaken for the 
symptoms of acute appendicitis or pathological in- 
volvement of the right lower abdominal quadrant 
developed during the course of the exanthem. In 
addition, he cites sixty-four cases collected from the 
literature and several cases reported to him person- 
ally in which a pathological condition in the lower 
right quadrant of the abdomen was associated with 
scarlet fever. 

The abdominal organs that may be involved are: 
(1) the appendix; (2) the lymph nodes between the 
ileum and cecum; (3) the lymphoid patches of the 
ileum; (4) the lymphoid tissue of the cecum itself; 
(5) lymph nodes elsewhere in the mesentery; and 
(6) the spleen. 

When the presence of appendicitis is suspected dur- 
ing the course of scarlet fever, the possibility of spon- 
taneous regression must be balanced against that of 
perforation and peritonitis and the condition treated 
in the same way as it would be treated in the absence 
of scarlet fever. Georce A. Coitett, M.D. 


Brown, C. J. O.: Deaths from Appendicitis. Med. J. 
Australia, 1934, 2: 407. 

In discussing the mortality in a series of cases of 
appendicitis treated at the Alfred Hospital in Mel- 
bourne, Australia, Brown emphasizes certain causes 
of the present death rate. Chief of the latter is delay 
of treatment, for which both the patient and the 
physician are responsible. Brown says that a diag- 
nosis should be possible within twelve hours after the 
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onset of the condition, and with modern methods of 
communication and transportation there are very 
few patients who could not be operated upon within 
this time or at least within the first twenty-four 
hours, when the mortality is less than 1 per cent. 
The high proportion of atypical cases among those 
which are fatal and the occurrence of pelvic appen 
dicitis and appendicitis in the aged should be borne 
in mind. 

In late cases, the technique of operation is of great 
importance. Interference with the abdominal con 
tents must be minimal and manipulation of the smi! 
intestine must be avoided. Paralytic ileus is large, 
the result of poor technique. A small incision, blind 
operating, unnecessary packing, rough handling of 
the bowel, and careless hemostasis are the fatal 
technical errors. The author has found that drai 
age is not often required, and when necessary, its 
usefulness ceases after forty-eight hours. He be 
lieves that the long-continued retention of drainave 
material is never justified and definitely increases the 
complications. Jacos M. Mora, M.D 


Achmatowicz, L.: Sixty-One Cases of Volvulus of 
the Sigmoid and Observations on Their Surs¢i- 
cal Treatment (Soixante et un cas de volvulus ‘ec 
V’anse sigmoide et quelques observations sur leur 
traitement opératoire). Bull. et mém. Soc. de chi 
urgiens de Par., 1934, 26: 372. 


In the fifteen years between 1919 and 1934, 461 
cases of mechanical intestinal obstruction were 0! 
served at the St. Jacques Hospital in Wilno, Poland 
In 291 the obstruction was due to a strangulate: 
hernia; in 61, to volvulus of the sigmoid loop; in 51, 
to adhesion ileus; in 38, to volvulus of the small 
intestine; in 12, to intussusception; and in 8, to 
volvulus of the cecum. Volvulus of the sigmoi:| 
loop is favored in Poland by the diet, which is ver) 
conducive to flatulence, consisting as a rule almost 
exclusively of vegetables and bread. However, its 
development requires, in addition to the effects of 
diet, a mesenteric deformity allowing abnormal 
movement of the sigmoid. It is far more common in 
males than in females. The patients whose cases are 
reviewed by the author ranged in age from nineteen 
to eighty years, but the greater number were in the 
fifth decade of life. The tendency toward recurrence 
of the volvulus is very marked. In 16 of the cases 
reviewed there were 2 or more recurrences. Five of 
the patients had already been operated upon for the 
condition. 

The first symptoms is almost invariably genera! 
ized abdominal pain. In the cases reviewed this wis 
of an increasing and decreasing type and did not 
become localized. In a large number of cases it was 
associated with vomiting. In almost all of the cases 
there was marked tympanites without the passaye 
of gas or fecal matter by rectum. Rarely, blood and 
mucus were discharged from the rectum. Occasio' 
ally, the beginning of the attack was attended hy 
the picture of severe shock. As a rule, however, the 
temperature and pulse remained normal. Examina- 
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tion revealed very marked unsymmetrical disten- 
tion of the abdomen in the transverse diameter. 
‘This was especially noticeable under the costal mar- 
gin. In the majority of the cases it is possible, by 
careful inspection, to observe the sigmoid loop filling 
and emptying, a sign first described by Obalinsky 
in 1889. This sign can be provoked by gentle percus- 
sion over the lower quadrant of the abdomen. The 
author regards it as a more or less reliable indication 
of vitality of the sigmoid loop as it is usually absent 
when the bowel is necrotic. Rectal examination is 
rarely of aid. 

The treatment indicated is usually operative but 
in some cases conservative measures may be at- 
tempted first. The flushings described by Hegar 
and hot baths may be of value. The attempt may 
be made to pass a soft rubber tube to the obstruc- 
tion, but this is definitely dangerous. In the cases 
reviewed, 24 of 36 patients subjected to this pro- 
cedure were benefited, but 2 died, presumably from 
perforation. In 18 cases operated upon, necrosis of 
the sigmoid was found. The volvulus had reached 
180 degrees in 12 cases, 360 degrees in 21, 450 de- 
grees in I case, 720 degrees in 4 cases, goo degrees in 
1 case, and 1,020 degrees in 1 case. 

The author operates under general anesthesia, 
after he has corrected the volvulus and before he 
closes the abdomen he evacuates the intestinal con- 
tents by means of a large rubber tube introduced 
into the rectum. In cases in which the bowel is 
necrotic he has found the mortality lowest when the 
necrotic segment is exteriorized and intro-abdominal 
manipulation is limited to the absolute minimum. 

In conclusion he urges early operation. 

Wititam C. Beck, M.D. 


Lee, H., and Staley, R. W.: Inflammatory Stric- 
tures of the Rectum and Their Relation to 
Lymphogranuloma Inguinale. Ann. Surg., 1934, 
100: 486. 

The authors state that the specific intradermal 
test of Frei explains the apparent discrepancy be- 
tween the number of men and women affected by 
lymphogranuloma inguinale. This test shows that 
the disease is common in women, but that in the 
female it is often represented by a stricture of the 
rectum and seldom by involvement of the inguinal 
lvmph nodes whereas in the male the reverse is true. 
The site of the primary lesion and the lymphatic 
drainage of the external genitalia in the two sexes 
are responsible for the variation in the distribution 
of the lesions. 

The lymphatic drainage of the glans penis and 
prepuce is primarily to the inguinal lymph nodes. 
These have connections with the iliac nodes above. 
An occasional lymph vessel leads directly through 
the femoral canal and abdominal muscles from the 
glans penis and prepuce to the iliac and hypogastric 
lymph nodes. A number of anastomoses are present 
between the lymph vessels of the glans penis and 
prepuce and the skin of the scrotum, and occasion- 
ally there is a direct connection with the anal region. 
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The skin of the scrotum drains chiefly to the inguinal 
region. The abundant connections of the skin of the 
scrotum with the anal region are of great importance 
as they indirectly connect the penis and the cutane- 
ous lymphatic network of the anus. 

The clitoris and vulva drain principally to the 
inguinal nodes. The lymphatics of the posterior 
portion of the vulva have extensive connections 
with the cutaneous lymphatic network of the anus. 
In both sexes there are many communications be 
tween the anal network of lymphatics and Gerota’s 
nodes at the anorectal junction. The connections 
between the lymphatics of the posterior vaginal 
wall and anus are quite free. 

From our knowledge of the lymph drainage it is 
understandable how involvement of the lymphatic 
tissue of the inguinal region or anus can cause 
elephantiasis of the external genitalia or stricture 
of the rectum, depending upon the degree and loca- 
tion of the involvement of the lymph channels. In 
the male the primary lesion is located chiefly on the 
glans penis and prepuce, this fact accounting for the 
frequency of inguinal bubo and the relative infre- 
quency of rectal stricture. In the female, the pri- 
mary lesion is thought to be located most often on 
the vulva or the posterior wall of the vagina and as 
the lymphatic pathways of these sites have abundant 
connections with the anal region, the complication 
of rectal stricture is to be expected. 

Of the sixteen cases of rectal stricture reported by 
the authors, the Frei test was positive in fourteen. 
Eleven of the thirteen women and two of the three 
men were colored. 

In discussing the factors to which rectal stricture 
has been attributed, the authors state that lympho- 
granuloma inguinale is by far the most frequent 
cause. Fart O. LAtm™eER, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Lozano, R.: Is There a Functional Specificity of 
Certain Regions of the Liver? (Gibt es eine 
funktionelle Spezifitaet bestimmter Leberbezirke?). 
Deutsche Ztschr. f. Chir., 1934, 243: 52. 

The relationships between the liver region and the 
region from which the portal vein takes its source, 
which have been described by Henschen, led the 
author and others to attempt to answer the question 
whether it is possible to demonstrate physiologically 
significant and definitely measurable functional dif- 
ferences between the two halves of the liver or the 
hepatic lobes corresponding to the anatomically 
demonstrated bilateral division of the portal vein 
and the other vascular branches. A dual function is 
suggested by the fact that a main stream from the 
stomach, the spleen, and the area of the inferior 
mesenteric vein runs laterally to the left in the portal 
vein and empties chiefly into the left half of the liver 
(this being possibly a sinistrotropic source stream) 
and a second main stream, fed from the small in- 
testine and the ascending colon and therefore from 
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the superior mesenteric vein (possibly a dextro- 
tropic source stream) empties itself to the right 
laterally into the right half of the liver. Moreover, 
it is known that the left half of the liver is the most 
common site of secondary liver abscesses arising 
from dysenteric ulcers in the left half of the large 
intestine while the right half of the liver is the most 
common site of metastatic infections from peri- 
typhilitic abscesses or abscesses in the right half of 
the abdomen. Attention is called also to the fact that 
there are two liver halves which are topographically, 
anatomically, and functionally independent of each 
other and divided from one another, not by the 
hepatic suspensory ligament, but by the so-called 
line of Cantlie, a line extending from the gall bladder 
to the hepatic vein which divides the liver into two 
parts of equal weight. 

The formulation of a working hypothesis required 
the demonstration of definite, regionally fixed, func- 
tional areas in the liver by chemical analysis of the 
tissues with regard to their content of water, dry 
substance, nitrogen, and fat, and determination of 
the relationship of any functional differences to the 
zone of Cantlie. The author therefore analyzed: 
(1) the livers of five normal dogs, (2) the livers of 
starved dogs, and (3) the livers of four dogs in which, 
by the artificial production of blood stasis, some of 
the lobes had been increased to twice their weight 
when they were free from blood. 

These studies showed that while there are dif- 
ferences in the water, nitrogen, and fat content of 
the individual liver lobes, there are no definite 
anatomically determined functional differences be- 
tween them. The line of Cantlie may well be con- 
sidered the dividing line between the right and left 
vascular trees, but is not the dividing line between 
two functionally different halves of the liver. 

The author compares his findings with the con- 
tradictory findings of Scheiff, and attributes the fre- 
quently marked differences in the results of analyses 
made by previous investigators to differences in the 
amount of blood present in the individual liver lobes 
and the liver region, which is difficult to determine at 
autopsy. (HauMANN). Harry A. SatzMann, M.D. 


Bengolea, A. J., and Su4rez, C. V.: Provoked 
Elimination of Gall Stones (La eliminacion 
provocada de los cAlculos biliares). Bol. y trab. Soc. 
de cirug. de Buenos Aires, 1934, 18: 563. 


Although early operation has decreased the gross 
mortality of surgery of the biliary tract, the death 
rate still remains high in cases of serious biliary tract 


disease. Because of the particular ‘‘fragility” of 
patients with gall stones, there is a field for medical 
drainage in calculous obstruction of the common 
duct as a means of avoiding operation in certain 
cases. 

The methods recommended by the authors are 
medical and medicosurgical. The medical treatment 
consists of drainage by the Meltzer-Lyon method. 
In the medicosurgical treatment the authors have 
for several years successfully combined instillations 
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through the Kehr tube with the use of the duodenal 
sound. In the technique they employ the Kehr tube 
is pinched off, decholin is given intravenously, and 
atropin is given hypodermically. The duodenum is 
washed out with tepid water through the duodenal 
sound and 60 c.cm. of a 30 per cent solution of 
magnesium sulphate are instilled. Normal salt solu- 
tion (from 1,500 to 2,000 c.cm.) is then allowed to 
run into the Kehr tube. It comes away through the 
duodenal sound, bringing with it mucus, détritus, 
and fragments of stone. This procedure has enabled 
the authors to verify and study the relaxing action 
of magnesium sulphate and atropin on the sphincter 
of Oddi. 

The principal indication for medical drainage of 
the bile passages is the period of obstruction in cases 
of stones in the common duct. The authors have 
noted that a syndrome of common-duct obstruction 
precedes elimination of the stones by the natural 
route in all cases. They state that medical drainave 
should of course never be attempted in the presence 
of acute cholecystitis or hydrops of the gall bladder. 
In the majority of cases of common-duct stone in 
which it is used the elimination is complete. When 
expulsion of the stone is obtained in cases presenting 
the common-duct syndrome, operation need not he 
hurried. The further evolution of the case will 
indicate the course to be followed. As a rule the 
jaundice and infection of the biliary passages (lis 
appear rapidly and permanently. 

Of a total of eighty cases of stones in the common 
duct, the authors succeeded in eliminating the stones 
through the intestinal tract in 13 (15 per cent). Six 
of the patients required operation later; one succeed 
ed in expelling the residual stones after operation; 
and the remaining six, after exclusively medical 
treatment, have remained in good health for varying 
numbers of years. Several of the patients were 
elderly persons with cardiovascular disease, and 
some were in a precarious condition from infection 
The case histories are reported in detail with 
roentgenograms. M. E. Morse, M.D 


Mikkelsen, O.: Acute Pancreatitis. I. Severe Cases, 
With Special Regard to Their Conservative 
Treatment (Pancreatitis acuta. I. Schwere Faelle, 
besonders hinsichtlich ihrer konservativen [ 
handlung). Acta chirurg. Scand., 1934, 75: 373- 


The author states that improvement in our know! 
edge of acute pancreatitis consists almost exclusive! 
of a better understanding of the etiological factors 
and the criteria for diagnosis. The treatment of the 
condition still remains almost exclusively surgica! 
and the average case mortality of surgical treatment 
is still 50 percent. Surgical treatment involves either 
the pancreas itself (incision into the capsule and 
drainage) or the bile ducts. 

It is pointed out that there is no anatomical basis 
for an operation on the pancreas. The pancreas has 
no true capsule in the anatomical sense of the term. 
The structure divided by an incision into the pan- 
creas is the peritoneum covering the organ, and «i 
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incision through this peritoneal cover cannot relieve 
the secretory tension in the pancreas. The pancreas 
is made up of many small lobuli which are separated 
by thin septa of connective tissue. To relieve pan- 
creatic tension it would be necessary to divide the 
thin layer of connective tissue covering each lobulus 
and that is impracticable. Moreover, the interlobu- 
lar connective tissue septa are intimately connected 
with the glandular tissue which is always affected at 
the same time. An operation of this type is therefore 
apt to cause an increase rather than a decrease of the 
necrosis and intoxication. In addition, it is asso- 
ciated with a not inconsiderable risk of hemorrhage 
and fistula formation. 

Operations on the bile ducts are theoretically more 
logical. However, the systematic performance of 
such operations in recent years has failed to bring 
about a decided decrease in the case mortality, no 
doubt because the patients are in such poor condi- 
tion that they are unable to stand any operation 
whatever. 

Recently a few surgeons have adopted more con- 
servative treatment, some of them postponing the 
operation until the shock stage has been passed and 
others postponing it until all acute symptoms have 
subsided and then operating for gall stones when 
these are found to be the cause of the acute pan- 
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creatitis or if the process goes on to abscess or cyst 
formation. 

On the author’s service during the last eight years, 
thirty-nine cases of severe acute pancreatitis have 
been treated conservatively. Of twenty patients 
who were extremely ill, being in a state of shock, only 
three died. Of the nineteen others, who were also 
very ill though not in a state of shock, none died. 
The diastase value usually ranged from 3,000 to 
12,000. In only two cases was it under 2,000. Sub- 
sequent operation was performed only when the 
presence of gall stones was ascertained with cer- 
tainty, and then not until from one to three weeks 
after subsidence of the acute symptoms. 

The treatment which the author has adopted in- 
cludes the following factors: 

1. Aplentiful intake of fluid (water, tea) by mouth 
as far as the vomiting will permit. 

2. The subcutaneous and intravenous administra- 
tion of 1 liter of physiological salt solution several 
times daily. 

3. Stimulants and, frequently also, when the blood 
pressure is particularly low, ephetonin. 

4. Peristaltics—enemas containing 2 c.cm. of sen- 
natin once or twice daily and, in some cases, the in- 
travenous injection of 1 c.cm. of pituglandol once or 
twice daily. 
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UTERUS 
Ducuing, J.: The Treatment of Fibromata of the 
Uterus in the Absence of Pregnancy (Le traite- 
ment des fibromes de l’utérus en dehors de la 
grossesse). Bull. Soc. d’obst. et de gynéc. de Par., 
1934, 24: 464. 

This article is based on the author’s experience in 
the treatment of over 300 cases of fibroma of the 
uterus by surgery and the treatment of over 200 
similar cases by means of physical agents. 

Ducuing says that fibromata of the uterus are more 
common than is generally assumed, but many of 
them do not cause symptoms. Occasionally they 
prolong menstruation without affecting the general 
health, and in some cases they cause symptoms of 
compression. 

The treatment of uterine fibromata is not without 
danger. ‘The mortality and morbidity are quite con- 
siderable even when irradiation is used. The author 
believes that radium, especially when it is placed 
within the uterine cavity, is more dangerous than 
the X-rays. In one of his cases the intra-uterine 
introduction of radium was followed by death from 
septic pyemia. He states that fibromata should not 
be treated unless they cause symptoms. 

Surgical treatment is indicated for all cases of 
fibroma in which the diagnosis is doubtful, cases of 
fibroma with a twisted pedicle or undergoing degener- 
ation, cases of fibroma complicated by an affection of 
the uterus, and cases of fibroma complicated by an 
affection of the neighboring non-genital organs. The 
type of surgical treatment indicated depends upon 
the nature of the tumor. 

Physical agents should be employed in cases in 
which surgical treatment is not indicated or opera- 
tion is contra-indicated by some complication such 
as cardiac, pulmonary, renal, or hepatic lesions. The 
various methods of treatment with physical agents 
are discussed. 

Ducuing’s conclusions are summarized as follows: 

1. Not all fibromata must be treated actively. 
Only “pathological” fibromata should be treated 
surgically or by roentgen or radium irradiation. 

2. In cases in which the diagnosis is not certain, 
surgical treatment is indicated. This applies to all 
cases of fibroma with complications except those of 
fibroma complicated by, cancer of the cervix, since, if 
the fibroma is large, Wertheim’s method must be 
used, and if the fibroma is small it cannot be diag- 
nosed without operation. In the absence of special 
indications, subtotal hysterectomy is preferable to 
total hysterectomy. When possible, the ovaries 
should be preserved completely or in part. 

3. There are numerous indications for the treat- 
ment of uterine fibroma by physical agents. Such 
treatment is probably indicated more frequently 


than is generally assumed. In the majority of cases 
X-ray irradiation is preferable to radium irradiation, 
Fractional doses give the best results. 

4. It appears that about 60 per cent of fibromata 
should be treated surgically and about 40 per cent 
by physical agents. Aaron S. ScHwartTzMAN, M.D, 


ADNEXAL AND PERIUTERINE CONDITIONS 


Aschheim, S.: The Action of Gonadotropic Sub- 
stances on the Ovary (Ueber die Wirkungsurt 
gonadotroper Stoffe auf den Ejierstock). Arch. f. 
Gynaek., 1933, 155: 44. 

With a series of urines or urine extracts Aschheim 
was able to obtain only follicle maturation in ovarics. 
He did not obtain rupture of the follicles or corpus 
luteum formation. He calls the factor producing the 
observed effect “Factor A.” 

With ammoniacal extracts of the anterior lobe of 
the hypophysis it was possible to obtain in the 
ovaries of infantile animals only the formation of 
small atretic corpora lutea and to obtain these with 
danger. Occasionally there appeared only a slight 
clearing of the follicular cells. Large doses caused 
maturation of corpora lutea already present without 
producing evidences of cestrus in the vaginal smears 
and without causing enlargement of the uterus 
From these facts the author concludes that the gon- 
adotropic substances of the anterior lobe of the hv- 
pophysis and those excreted in the urine are different 
substances with a similar biological action. In con 
trast to Factor A there is a Factor B which controls 
the development of the corpora lutea and vasculari 
zation. 

Aschheim conducted experiments also to deter 
mine whether rupture of the follicles is caused by 
hormones. By injecting Factor A he succeeded in 
causing the formation of large follicles in the ovaries 
of infantile mice. As soon as vaginal smears showed 
the evidences of oestrus he injected Factor B. The 
injection of Factor B was followed by the rupture of 
numerous follicles, the formation of corpora lutea, 
and the appearance of ova in the tubes. 

In the physiological interaction of these two fac- 
tors, the follicle-maturing Factor A and the follicle- 
luteinizing Factor B, Factor A brings the follicles to 
maturation and then Factor B favors their rupture 
with extrusion of the ova, causes the granulosa cells 
to change into lutein cells, and, by the budding of 
new vessels from the theca cells, brings about vascu- 
larization of the corpus luteum. Therefore rupture 
of the follicles is not a mechanical process resulting 
from increased internal pressure but a process «ue 
to hormones in which Factor B acts upon the fol- 
licular cells in a manner as yet not understood. 
Factor A prepares the granulosa cells—sensitizcs 


118 





GYNECOLOGY 


them—for the action of Factor B, its effect being 
analogous to the sensitization of the uterine mucosa 
by the follicular hormone for the corpus luteum 
hormone. Hans Otto NEuMANN (G). 


Montgomery, J. B., and Farrell, J. T., Jr.: The 
Value of Postoperative Roentgen Irradiation in 
Carcinoma of the Ovary. Am. J. Obst. & Gynec., 
1934, 28: 365. 

The authors outline a method for the clinical 
classification of ovarian carcinomata and report an 
analysis of twenty-two cases with regard to type, 
grade of malignancy, operability, and response to 
postoperative roentgen irradiation. Of eleven 
patients treated more than five years ago, five 
(45.4 per cent) are alive. Of fourteen with a papillary 
cystadenocarcinoma, seven are still living and of 
three with a papillary adenocarcinoma, one is still 
living. Of four patients with an adenocarcinoma, all 
are dead. The one patient with a granulosa-celled 
carcinoma is still alive. 

The granulosa-celled carcinoma is the least 
malignant, the papillary cystadenocarcinoma is more 
malignant, the papillary adenocarcinoma is more 
malignant than the papillary cystadenocarcinoma, 
and the adenocarcinoma the most malignant. 

The histological grading of malignancy is im- 
portant in the prognosis of ovarian carcinoma. Only 
one of the authors’ patients who had a tumor of a 
high grade of malignancy survived more than five 
years. All of the patients with a tumor of an inter- 
mediate or high grade of malignancy are dead. 
Those with tumors of an intermediate grade of 
malignancy lived longer than those with tumors of a 
high grade of malignancy. The more completely 
operable the tumor the greater the life expectancy. 

Postoperative irradiation is often of value in re- 
lieving the pain and ascites, reducing the size of the 
tumor, and prolonging life. In nearly all cases of 
ovarian carcinoma, regardless of the hopelessness of 
the prognosis, postoperative irradiation should be 
given if the patient’s general condition permits. 

In the discussion of this report, KEENE said that it 
is impossible to foretell the response to irradiation in 
a given case. He regards the histological type as of 
little or no value in the prognosis and X-ray irradia- 
tion as of little value as a palliative measure. Of 
twenty-six patients he treated two or more years ago, 
ten are still alive. Epwarp L. CorNELL, M.D. 


MISCELLANEOUS 


Klaften, E.: Cystodiaphanoscopy: A New and Sim- 
ple Method of Examination. J. Obst. & Gynec. 
Brit. Emp., 1934, 41: 739. 

When cystoscoping in the dark chamber more than 
twelve years ago, Klaften was struck by the clear 
lashlight of the bladder. On the basis of this obser- 
vation he conceived.the idea of utilizing the bladder 
light, which had thus manifested itself as a luminous 
source, for visualizing the contents of transparent 
ovarian cysts and accumulations of fluid in the ab- 
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dominal cavity. He calls this procedure “‘diaphan- 
oscopy.”’ At first his efforts met with failure, but 
this was found to be due to the fact that the tumors 
he was viewing were either hemorrhagic with dark 
contents or composed of solid tissue. ‘To date, he has 
made 730 diaphanoscopic examinations. By this 
means he has been able to distinguish between cysts 
and free fluid in the abdominal cavity. He has 
examined also cysts in the midline where it is other- 
wise difficult to differentiate between cysts and my- 
oma of the uterus. 

Translucent ovarian and parovarian cysts flash up 
like Chinese lanterns when they are lit. In cases of 
opaque cystomata with light-absorbing contents and 
cases of solid ovarian tumors these lighting phenom- 
ena are missed. Cases of ascites, such for example, 
as those due to tuberculosis of the peritoneum, carci- 
nosis of the peritoneum, congestive cardiac condi- 
tions, fibroma of the ovary, and granulosa-cell tu- 
mors, show the characteristic differences of a lighted- 
up lateral abdominal wall and an absolutely dark 
medial portion of the abdomen. When a fibroid and 
an ovarian cyst are present, the latter, if translucent, 
appears lighted up while the fibroid remains dark. 

The technique is similar to that used in cystoscopy. 
By turning the light, a cystocele can often be seen 
through the vaginal wall, and by introducing the 
light into the rectum a rectocele can be demon- 
strated. The author hopes to enlarge the field of use- 
fulness of this method of diagnosis to include patho- 
logical conditions in the upper abdomen such as pan- 
creatic cysts and enlargements of the gall bladder. 

Harry W. Fink, M.D. 


Caldwell, W. E., Moloy, H. C., and D’Esopo, D. A.: 
Further Studies on the Pelvic Architecture. 
Am. J. Obst. & Gynec., 1934, 28: 482. 


The authors report a study of the shape of the 


pelves of 215 primigravide. ‘They considered it 
advisable to modify their original classification of 
pelves to include the mixed types in their proper 
position with respect to the 4 large or parent forms. 
They now classify pelves as follows: (1) the true 
anthropoid type, (2) the anthropoid type with a 
gynecoid tendency, (3) the gynecoid type with an 
anthropoid tendency, (4) the gynecoid type with a 
narrow fore pelvis, (5) the true gynecoid type, (6) 
the gynecoid type with a tendency toward flatness, 
(7) the true flat (platypelloid) type, (8) the android 
type with an anthropoid tendency, (9) the android 
type with a gynecoid tendency, (10) the true android 
type, (11) the android type with a tendency toward 
flatness, and (12) asymmetrical forms. 

An intermingling of types occurs when a posterior 
segment of one of the 4 parent groups is associated 
with the fore pelvis of another. ‘This intermingling 
of posterior and anterior segments of the primary 
groups is due to the fact that the pelvic girdle 
develops from 7 distinct bone elements and any one 
element may display a radical departure in shape 
from the ampleness characteristic of the typical 
female form. 
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The authors advance the theory that 2 great 
influences may be at work, one, an arrest in evolution 
from the ape or true anthropoid form to the perfect 
human form which is characteristically flat, and, 
the other, a sexual or hormonal factor which may 
determine certain masculine characters in the female 
form. 

Of the pelves studied, the inlet was large in 25 per 
cent, of average size in 50 per cent, and less than 
average size in 25 per cent. Of the pelves of the 
gynecoid type, slightly fewer were small and slightly 
more were large. Of the android group, 44 per cent 
were small, whereas of the anthropoid group a con- 
siderable number were large. 

Many of the pelves of the gynecoid group showed 
average or wide subpubic angles with a correspond- 
ing decrease in narrow angles as compared with the 
series as a whole. In the android group there was a 
very definite tendency toward the narrow forms, the 
incidence of the latter being 42 per cent as compared 
with an incidence of 16 per cent in the series as 
a whole. The anthropoid pelves showed a higher 
incidence of wide angles, the narrow variety occur- 
ring in only 25 per cent. This was an unexpected 
finding. 

Heavy bones were found in 34 per cent of the 
android pelves as compared with 19 per cent of the 
total number of pelves. The width of the pubic 
arch gives no clue to the size of the fore pelvis. 
There is a marked relationship between the width of 
the arch and the splay of the side walls of the pelvis, 
narrow arches being associated with converging 
walls in roo per cent of the pelves studied. No sig- 
nificant correlation was found between the width of 
the subpubic angle and the sacrum. 

Assimilation was noted in 21 per cent of the entire 
series of pelves. Of the gynecoid group, it occurred 
in 16 per cent; of the android group, in 27 per cent; 
and of the anthropoid group, in 28 per cent. Six 
sacral segments were found associated with narrow 
subpubic angles twice as frequently as with wide 
angles. In spite of this, assimilation was noted in 
16 per cent of the pelves with wide angles. Assimila- 
tion plays a very minor role, if any at all, in the 
formation of a narrow subpubic angle. 

Epwarp L. CorNneELL, M.D. 


Gilardino, E.: Researches and Considerations on 
Hypophyseal and Ovarian Hormones in the 
Menstrual Blood (Ricerche e considerazioni sugli 
ormoni ovaro-ipofisari nel sangue mestruale). Rev. 
ital. di ginec., 1934, 16: 226. 


Gilardino reports a series of experiments in which 
he determined the hormone content of menstrual 
blood. The menstrual blood was collected by means 
of a metal uterine catheter to prevent contamina- 
tion from the vaginal secretions as much as possible. 
The serum of the menstrual blood was injected into 
mice in repeated small doses until a total of 2 or 3 
c.cm. had been injected. In a control series similar 
amounts of serum of the circulating blood were in- 
jected. 
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Whereas death rarely followed the injection of ; 
c.cm. of serum of the circulating blood, 20 per cent 
of the animals died following the injection of a simi 
lar amount of serum from menstrual blood. While 
the fatal effect of the serum of menstrual blood may 
have been due to contamination by cellular débris 
and mucus, which were difficult to remove, the 
author believes that some other toxic factor may 
have been responsible. 

Foliowing the injection of 3 c.cm. of menstrual 
blood into prepubescent mice, the ovaries were 
larger than normal and hyperemic, and contained 
numerous follicles. Histological examination dis 
closed almost complete absence of young follicles, 
but showed medium-sized and mature follicles and 
others that had undergone atresia. Some of the 
cells of the granulosa had increased in size and others 
had undergone lutein transformation. Numerous 
corpora lutea were present. 

The injection of 2 or 3 c.cm. of serum of circulit- 
ing blood into prepubescent mice produced {e\ 
changes in the ovaries. Toward the periphery of the 
ovary there were a few primordial follicles, and 
toward the center there was evidence of the forma- 
tion of follicular cavities and of maturation, espe- 
cially in the animals treated with 3 c.cm. 

After the injection of 3 c.cm. of menstrual blood 
into castrated mice the entire uterus showed hy- 
pertrophy and hyperemia. The uterine musculature 
was dense and the epithelium was in the process of 
proliferating, showing many mitotic cellular divi- 
sions. In the base of the glands there was evidence 
of secretion. 

Following the injection of 2 or 3 c.cm. of serum of 
the circulating blood into castrated mice, the uterus 
showed a mild congestion, the endometrium was 
moderately infiltrated, and the glands were in a state 
of rest. 

From these experiments the author concludes that 
the menstrual blood contains four hormones in dii- 
ferent concentrations. Prolan A and folliculin are 
present in greater amounts than Prolan B and lutein. 
There is a definite parallelism between the concen- 
tration of Prolan A and folliculin. A parallelism be- 
tween Prolan B and lutein is less evident. 

Peter A. Rost, M.1) 


Anspach, B. M., and Hoffman, J.: Endometrial 
Findings in Functional Menstrual Disorders. 
Am. J. Obst. & Gynec., 1934, 28: 473. 


In a study of ninety-six cases of amenorrhwa, 
ninety-seven cases of uterine bleeding, and forty-two 
cases of apparently normal menstruation in which 
treatment was given for dysmenorrhcea, sterili(y, 
and obesity, the authors found no constant relativn- 
ship between the clinical symptoms and the develvp- 
ment of a premenstrual endometrium. They state 
that while the development of a premenstrual en:o- 
metrium invariably coincides with ovulation and the 
development of a corpus luteum and our understani- 
ing of the anabolic cycle is complete, amenorrh«, 
uterine bleeding, and what appears to be normal 
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menstruation are associated with so many different 
states of the ovary that they are unable to explain 
the catabolic cycle. 

The clinical and laboratory findings seem to favor 
the recent tendency in the literature to question: 

t. The constancy of the relationship between the 
state of ovarian function and the periodicity of the 
flow. 

2. The truth of the idea that most healthy women 
menstruate regularly and at twenty-eight-day in- 
tervals. 

3. The validity of the view that menstrual bleed- 
ing depends upon regression of the corpus luteum 
(negative phenomenon). 

The authors believe that bleeding may be due toa 
positive mechanism thus far unexplained. 

As amenorrhcea, oligomenorrhcea, and functional 
uterine bleeding of any sort are unreliable as positive 
indices of ovarian function, a test curettage is im- 
portant in the diagnosis and treatment of functional 
gynecological disorders. Correct evaluation of the 
uterine mucosa depends upon the recovery of mucosa 
from all parts of the uterine cavity. The use of a 
pipette curette is inadequate for this purpose. 

In the discussion of this report PAYNE stated that 
under normal conditions the endometrium is con- 
stantly changing. In regularly menstruating women 
a characteristic picture is seen for each period of the 
menstrual cycle. Examination of a single specimen of 
endometrium taken at a given time during that cycle 
is sufficient. However, in the event of amenorrhcea 
or menstrual irregularity, a single curettage is of 
little value in determining the endometrial changes. 
Hyperplasia is a coincidental condition and not the 


causative factor of functional uterine hemorrhage. 
EpwaArp L. CorNeELL, M.D. 


Kurzrok, R., Kirkman, I. J., and Creelman, M.: 
Studies Relating to the Time of Human 


Ovulation. Am. J. Obst. & Gynec., 1934, 28: 319, 


The daily excretion of Prolan A (follicle-stimulat- 
ing hormone) of ten young women was studied over 
extended periods of time. Sudden excretion of this 
hormone occurred at about the middle of the 
menstrual cycle and had a definite tendency to recur 
at about the same time in the following cycle. This 
sudden secretion of Prolan A from the anterior lobe 
of the pituitary gland is considered to be the 
stimulus to the ovaries to induce ovulation. Evidence 
is cited in support of the view that ovulation follows 
the Prolan A excretion within about twenty-four 
hours. It is believed that ovulation cannot occur 
without the stimulus of Prolan A. However, the 
presence of this substance is not prima facie evidence 
of the occurrence of ovulation. 

The time of ovulation as suggested by this method 
is in complete agreement with the results of all other 
methods used in the study of the problem. The 
greatest incidence of Prolan A excretion was between 
the tenth and the thirteenth days; hence the greatest 
incidence of ovulation was between the eleventh and 
fourteenth days. 
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One of the cases suggested the possibility of 
menstruation without ovulation, and another, of 
ovulation without previous menstruation. Two of 
the patients studied became pregnant while under 
observation. In both, the course of events was noted 
from menstruation through the termination of 
pregnancy. 

Suggestive time relationships between menstrua- 
tion, ovulation, fertilization, migration of the 
fertilized ovum, and nidation are considered. In two 
cases a positive Aschheim-Zondek test was obtained 
very early, namely, on the twenty-fifth and twenty- 
seventh days after the onset of the last menstrual 
period or two days before and one day after the ex- 
pected onset of the skipped period. 

The sudden change from a positive Aschheim- 
Zondek test to a positive Prolan A reaction at the 
end of pregnancy is suggestive of multiplicity of the 
gonadotropic hormones from the anterior lobe of the 
pituitary gland. 

In the discussion of this report FRANK said that 
the only deduction he was willing to draw from his 
studies of blood and Kurzrok’s studies of urine is 
that when this kind of hormone is found in the blood 
or urine or both on the ninth and eleventh days, the 
prepituitary, adenohypophysis, is acting cyclically 
As ovulation depends on so many extraneous factors, 
Frank does not believe its occurrence can be con- 
sidered proved by these tests. 

Epwarp L. CorneELL, M.D. 


Paroli, G.: The Problem of the Sensibility of the 
Female Internal Genital Organs and the 
Question of Pain in Gynecological Diseases and 
Labor (Il problema della sensibilita degli organi 
genitali interni femminili e la questione del dolore 
nelle affezioni ginecologiche e nel tranavlio di parto). 
Riv. ital. di ginec., 1934, 16: 113. 

Paroli reviews the anatomy of the female internal 
genital organs with special reference to the sym- 
pathetics, the somatomere associations, and the fac- 
tors which influence pain and the interpretation of 
pain. He discusses particularly referred pain and the 
results of peripheral treatment by novocainization of 
the area to which the pain is referred. In many of his 
cases this treatment was moderately successful. 

He states that the pain associated with the female 
internal genitalia behaves like visceral pain in gen- 
eral, having specific peripheral zones of reference. 
This phenomenon of peripheral reference is explained 
best by transmission of the pain through the parietal 
pathways which correspond to the same sections of 
the spinal cord as the visceral sympathetic pathways. 
Referred pain is of importance as a warning sign of an 
internal disturbance. 

The zones of peripheral referred pain from the 
genitalia are different for the adnexa and the uterine 
corpus and cervix. Adnexal pain is referred to two 
bilaterally symmetrical zones which correspond more 
or less to the zone of the middle third of the inguinal 
ligament and to secondary zones in the lumbar region 
and the anterolateral aspect of the thigh correspond- 
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ing to the first, second, and third lumbar segments. 
Peripheral anzsthetization in the region of the first 
lumbar segment results in marked relief. 

Pain in the body of the uterus is referred to two 
symmetrical paramedial suprapubic zones which rep- 
resent part of the first lumbar neuromere. Pain in 
the cervix of the uterus is referred principally to the 
lumbosacral region. Peripheral anesthesia gives 
fairly good results in the corpus zone, but only 
mediocre results in the cervical zone. The angular 
portions of the uterus have an innervation like that 
of the adnexa. 

The pains of labor are referred to the zones 
described for the various parts of the genitalia. In 
cases of dystocia due to cervical spasm, the lum- 
bosacral pain is particularly severe. In such cases 
the general antispasmodics are of value, but bel- 
ladona is best as the nerves responsible are pre- 
dominantly parasympathetic. Local anesthetiza- 
tion has not proved of much aid in labor. 

In cases of pain due to acute and chronic adnexal 
inflammations, tumor torsions, and genital car- 
cinoma, peripheral novocainization often results in 
prolonged, and sometimes permanent relief. 

A. Louts Rost, M.D. 


Sturla, I.: The Endothelial Sign in Obstetrics and 
Gynecology (I! segno endoteliale nel campo ostet- 
rico-ginecologico). Riv. ital. di ginec., 1934, 16: 593. 


The demonstration of the endothelial sign de- 
pends upon increased endothelial permeability and 
consists essentially of a more or less accurate count 
of the petechial haemorrhages occurring in the cubital 
fossa following constriction of the circulation at a 
certain specified pressure and for a definite length of 


time. 

When the number of petechial haemorrhages does 
not exceed 5, the test is regarded as negative. When 
from 10 to 30 hemorrhages occur, it is considered 
positive; when from 30 to 100 hemorrhages result, it 
is considered definitely positive; and when the num- 
ber of haemorrhages exceeds 100, it is considered in- 
tensely positive. 

Sturla studied the endothelial sign in 20 cases of 
normal pregnancy, 18 cases of pregnancy complicated 
by a toxemia, 20 cases of adnexal disease, and 12 
cases of fibroids. 

Of the cases of normal pregnancy, a positive 
endothelial sign was noted in 2 (10 per cent), and of 
the cases of pregnancy complicated by toxemia, it 
was found in 8 (44 percent). In the cases of toxemia 
the frequency of the positive sign seemed to increase 
with the blood pressure. Of the 20 cases of adnexal 
disease, the sign was positive in 7 (35 per cent). Of 
12 cases of ovarian cysts, the sign was positive before 
operation in 5 (42 per cent). No increase in the fre- 
quency of a positive sign was found after partial or 
complete abolition of ovarian function in such cases. 
In the cases of fibroids, a positive endothelial sign 
was extremely rare before operation and remained 
so after hysterectomy with or without unilateral 
odphorectomy, but of 6 cases in which hysterectomy 
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was done with bilateral odphorectomy, it became 
positive in all. 

Other investigators have reported an increase in 
the frequency of a positive endothelial sign during 
menstruation and the climacterium and have sug 
gested that the mechanism is a disturbance of ovarian 
function. 

The author is of the opinion that endocrine a 
tivity is not the only factor involved. 

GeorGE C., FINOLA, M.D. 


Williams, W. R.: Heterotopic Teeth and Their Sig- 
nificance, with Special Reference to the Intra- 
Abdominal Group. /. Obst. & Gynec. Brit. Em 
1934, 41: 721. 

Teeth being highly specialized and complex derm:\| 
appendages which, in man, occur normally only in 
the dental arcades of the oral region or as lociil 
anomalies in the immediate vicinity of these arcades, 
their occurrence in other parts of the body cha! 
lenges attention. It proves the persistence of diplo 
genetic residua of fetal structures parasitic in the 
body of the host and demonstrates their capacity for 
subsequent growth and development along norma, 
abnormal, and neoplastic lines. They do not occur 
just anywhere but only in regions where teratoid 
and dermoid formations are found, notably in the 
intra-abdominal cavity. 

Heterotopic teeth are the most significant constit- 
uents of teratomata. The author has traced the 
origin of these growths to asymmetrical diplogenesis 
at one or the other of the extremities of the nascent 
spinal axis. Most teratoids occur in the abdominv 
pelvic regions, and it is there also that most hetero 
topic teeth are found. These teratoids form a chain 
extending from the root of the primitive mesentery) 
by way of the dorsal part of the pelvis and in front 
of the sacrum and coccyx to the sacrococcyge:! 
vicinity. Along this entire route heterotopic teeth 
are relatively common. They all arise in the extra 
peritoneal tissue of the primitive mesentery. Their 
genetic affinities are therefore abdominal. The tera 
toid germs arise before the peritoneum is evolve:! 
As the evolving axis elongates in the course o/ 
growth, some of these primitive teratoid germs are 
carried into the dorsal part of the pelvis and others 
into the sacrococcygeal region. The author has 
collected and studied a large number of these tumors 
from various regions and has followed their develop 
ment in detail. Harry W. Fink, M.D 


Gillerson, A., and Fainstein, S.: The Temperature 
and Vascular Reaction in the Treatment of In- 
flammatory Diseases of the Female Genitalia 
by Heat Procedures (Die Temperatur- und ( 
fassreaktion bei der Behandlung entzuendlicher 
Erkrankungen der weiblichen Genitalien mit Wac: 
meprozeduren). Ginek., 1934, 1: 62. 


The authors have made detailed and interesting 
investigations regarding the reaction of the vessels 
and the temperature in the treatment of inflamma- 
tory diseases of the female genitalia with heat pro- 
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cedures. Fifty-five women were subjected "to 186 
individual examinations. The examinations con- 
sisted of determinations of the temperature in the 
vagina and the axilla, the weight, the blood pressure, 
and other determinations before, during, and after 
the local application of heat. 

The temperature in the axilla and vagina rose ac- 
cording to the kind of heat induction. The strongest 
reaction was observed after the application of a 
steam douche, and the next strongest, after hot sitz- 
baths and electrical hot-air treatment. The differ- 
ence between the temperature of the axilla and the 
temperature of the vagina, which as a rule is 
c.6 degree, increased to 1.2 degrees, indicating ap- 
parently that damp heat can be introduced more 
successfully into the deeper regions than dry heat. 

In a detailed investigation of the effect of the local 
application of heat on the vascular system and heart 
the authors found that the systolic and diastolic 
blood-pressure decreased on the application of damp 
heat, but rose when heat was applied with the elec- 
tric arc light. They report good therapeutic results 
from the various heating procedures. 

(Von GLASENAPP). CLARENCE C. REED, M.D. 


Walther, O.: Lymphosarcomatosis of the Female 
Genital Organs (Ueber die Lymphosarkomatose 
der weiblichen Genitalorgane). Arch. f. Gynaek., 
1934, 157: 44. 

The author discusses six cases of lymphosarcoma 
of the female genital organs, two of which were his 
own. The latter are reported in more detail than the 
others. In five of the six cases the tumor began in 
the uterus and in one case apparently in the ovaries. 

Histologically, five of the tumors showed medium 
tissue maturity (according to Ghon and Roman), 
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that is, the tumor cells resembled lymphoblasts and 
lymphocytes. In one case, because of the marked 
cell polymorphism, the histological structure of the 
tumor tissue, resembled that of a “‘ retothel sarcoma” 
(Roulet). The lymphatic tissue of the tumors was 
very immature. 

The growth of the tumor tissue from the uterus 
and ovaries progresses first by infiltration to the 
neighboring genital organs. As a result, lymphogen- 
ous metastases often arise in the retroperitoneal 
lymphatic glands and also in groups of lymphatic 
glands further removed, and here and there haemato- 
genous and implantation metastases appear. 

In none of the six cases reviewed did the spleen, 
liver, or bone marrow show leukamic changes. 
Neither were such changes found in the blood in the 
one case in which a blood examination was made. 
Therefore a systemic leukemic disease was ruled out. 

The site of origin of a lymphosarcoma is pre- 
existing lymphatic tissue. In the first five of the 
cases reviewed it was the lymphatic tissue of the 
uterine mucosa, in which lymph follicles are fre- 
quently present. When the site of origin of the 
tumor formation is in the ovaries, it must be assumed 
that a lymph-follicle formation with an inflam- 
matory basis is the matrix of the tumor tissue. 

The clinical picture of lymphosarcoma of the 
female genital organs greatly resembles that of car- 
cinoma of the uterus, except that the tumor is much 
more malignant, grows faster into the surrounding 
parts, develops metastases much earlier, and leads 
to death much sooner than carcinoma of the uterus. 

According to the reports to date lymphosarcoma 
of the female genital organs occurs between the ages 
of forty-five and sixty-five years. 

(Hans O. NEUMANN). CLARENCE C. REED, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Neuweiler, W.: The Content of Thyroid-Gland 
Hormone in the Blood During Pregnancy 
(Ueber den Schilddruesenhormongehalt des Blutes 
in der Schwangerschaft). Arch. f. Gynaek., 1933, 
154: 326. 

The author undertook to determine whether there 
is an increase in active thyroid gland secretion in 
the blood during pregnancy. To determine the 
functional condition of the thyroid during pregnancy 
various tests for demonstrating the thyroid hormone 
were used. Unfortunately, none of these tests, when 
positive, is alone sufficient for positive identifica- 
tion of a questionable substance as the thyroid 
hormone. Therefore, to identify a substance as 
thyroid hormone with any degree of certainty it is 
necessary to obtain a definitely positive result with 
several tests. For his investigations the author used 
the following procedures: (1) determination of the 
basal metabolism; (2) determination of the effect of 
the serum of the pregnant woman on the glycogen 
content of the liver of the rat; (3) determination 
of the effect of the serum of the pregnant woman on 
the content of acetone bodies in the blood of the rat; 
(4) determination of the variations in lactic acid 
content of the blood of the pregnant woman during 
rest and during measured exercise; (5) determina- 
tion of the Reid-Hunt reaction; and (6) the Gudenat 
experiment. 

The tests were made either on pregnant women 
or with the blood of pregnant women. Most of the 
subjects were women with goiter who showed no 
definite signs of hyperthyroidism or hypothyroidism. 

The findings of numerous investigators and nota- 
bly those of Hoffmann and Anselmino were not 
confirmed. The basal metabolism of the pregnant 
women was about normal. While increases were 
demonstrated, they were not the rule. No relation- 
ship was found between the goiter and the basal 
metabolism of pregnant women. The blood of preg- 
nant and non-pregnant rats fed on a diet rich in 
carbohydrates led to a similar decrease in the gly- 
cogen content of the liver. Therefore, no difference 
was apparent between the two types of serum. The 
serum of cretins showed a decidedly less marked 
effect on the liver glycogen. When rats fed a diet 
rich in carbohydrates were injected with the serum 
of pregnant women the serum had no effect upon 
the content of acetone bodies in the blood of the 
animals. The author describes a new photometric 
method of determining the content of acetone bodies 
in the blood. 

The lactic acid content of the blood of normal 
pregnant women showed no increase over that of 
the blood of non-pregnant women. Neither did it 


show any noteworthy increase after measured ex- 
ercise as compared with that of non-pregnant 
women. No relationship was apparent between the 
goiter of pregnant women and the effect of the blood 
of such women on the liver glycogen or the content 
of acetone bodies in the blood of rats. No relation- 
ship between the goiter and the lactic acid content 
of the blood of the pregnant women could be de 
termined. When mice were injected with the blood 
of pregnant women they were not protected against 
poisoning by acetonitrile. In the Gudenat experiment 
the blood of the pregnant women caused no change 
in the metamorphosis of the tadpoles, but in the 
active stages there was a slight increase in resistance 
as compared with the effect of the blood of non- 
pregnant women. In the inactive state no difference 
in the effects of the two types of blood was de- 
monstrable. Feeding with tissue from the anterior 
lobe of the pituitary gland or with prolan had no 
influence on the growth or metamorphosis of the 
tadpoles. 

On the basis of his findings the author rejects the 
theory of a demonstrable physiological hyper- 
thyroidism during pregnancy. However, he believes 
that, in spite of his findings, there is, as anatomical 
investigations suggest, a non-demonstrable hyper- 
function of the thyroid. Without doubt, the thyroid 
gland is subjected to increased demands during 
pregnancy. In this fact the author sees no refuta- 
tion of his findings since in his investigations he at- 
tempted to determine only whether the content of 
thyroid hormone in the blood is increased during 
pregnancy. It is to be assumed that, as the result 
of the increased demand, the need for the hormone 
is increased and is met by thyroid hyperfunction. 
According to this theory there may well be a hyper- 
function of the thyroid during pregnancy but, be- 
cause of the greater utilization of the thyroid se 
cretion, the hyperthyroidism is not manifested 
clinically by an increase in the content of thyroid 
hormone in the blood. H. Srecmunp (G) 


Madruzza, G.: The Work of the Urinary Bladder in 
Pregnancy (Il lavoro della vescica in gravidanza). 
Riv. ital. di ginec., 1934, 16: 255. 

To determine the work of the urinary bladder, 
Madruzza uses an apparatus he devised which con- 
sists essentially of a mercury manometer and a 
kymograph attached to an ordinary cystoscope. Ky 
means of this apparatus it is possible to record the 
bladder distention necessary to stimulate the desire 
to void and the capacity of the bladder. From the 
readings Madruzza calculates the motor activity of 
the bladder in gram centimeters of work. 

The studies reported in this article were made on 
nine non-pregnant women, twenty-five women at 


124 





OBSTETRICS 


various stages of pregnancy, and ten women in the 
puerperium. 

It was found that the amount of solution neces- 
sary to provoke a desire to void ranged from 250 to 
joo c.cm. in the cases of the non-pregnant women; 
from 450 to 700 c.cm. in the cases of the pregnant 
women; and from 600 to 800 c.cm. in the cases of the 
women in the puerperium. The motor activity of 
the bladder expressed in gram centimeters for the 
three groups was, respectively, 16,000, 25,000, and 
65,400 gm. cm. 

These figures reveal a definite modification of 
bladder function incident to pregnancy. While the 
causes of the influence of pregnancy on bladder 
function are obscure, the author believes that they 
include the anatomical changes in size and shape 
occurring in pregnancy and pathological changes re- 
sulting from compression during labor. 

GeorcE C, Finora, M.D. 


Traina Rao, G.: Abnormal Conditions of Preg- 
nancy and the Sugar Content of the Blood of 
the Mother and Child (Stati morbosi gravidici e 
tasso glicemico materno e fetale). Riv. ital. di 
ginec., 1934, 16: I. 


The author found that in cases of normal preg- 
nancy the sugar content of the blood of the mother 
during labor was slightly increased. The sugar 
content of the blood of the umbilical cord was always 
lower than that of the blood of the mother. During 
the first twenty-four hours of life the sugar content 
of the blood of the “hild was about the same as that 
of the blood of the mother. In the first ten days of 
life it showed first a tendency to decrease and then a 
tendency to rise. 

In nephroses of pregnancy the sugar content of 
the blood of the mother was about normal, whereas 
in eclampsia it showed a decrease. The difference 
between the sugar content of the blood of the um- 
bilical cord and that of the mother was more marked 
than in the cases of normal pregnancy. 

In cases of acute infection with hyperthermia in 
the mother the sugar content of the blood of the 
mother tended to increase and the sugar content of 
the blood of the newborn child showed a marked 
increase which was maintained during the first ten 
days of life. On the other hand, in cases of chronic 
infection in the mother, the sugar content of the 
blood of the mother was not greatly changed and the 
sugar content of the blood of the child usually 
showed a decrease. 

The sugar content of the blood of premature in- 
fants was low, but increased as the child developed. 

A. Louts Rost, M.D. 


Garrasi, G.: Myelogenous and Lymphatic Leu- 
kemias and Aleukzmias Associated with 
Pregnancy (Le mielosi e le linfo-adenosi leucemiche 
ed aleucemiche associate alle gravidanza). Riv. 
ital. di ginec., 1934, 16: 295. 


The infrequency of leukemias and aleukemias 
associated with pregnancy is evident from the fact 
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that the author was able to collect only fifty-eight 
cases from the literature. To these he adds a case 
which came under his observation at the Gyneco- 
logical Institute of the Modena University. 

These diseases occur practically always in multip- 
are and between the ages of fifteen and forty years. 

They are divided into acute and chronic forms. Of 
the fifty-nine patients whose cases are reviewed, 
thirty had chronic myelogenous leukamia; seven, 
acute myelogenous leukemia; two, acute myelogen- 
ous aleukemia; six, acute lymphatic leukemia; two, 
chronic lymphatic aleukemia; and two, pernicious 
anemia. In the cases of ten, the condition was not 
definitely classified. 

Pregnancy does not predispose to these diseases. 
In twenty of the thirty chronic cases reviewed, the 
condition could be definitely traced to a period pre- 
ceding the pregnancy by several months. However, 
of the sixteen acute cases, it began during preg- 
nancy in thirteen, during labor in one, and before 
pregnancy in two. 

The prospects for continuance of the pregnancy to 
term is unfavorable in all forms. Of the acute cases 
reviewed, pregnancy went to term in only 37 per 
cent, and of the chronic cases, it went to term in only 
47 per cent. The incidence of abortion and premature 
labor was high, but the author attributes it to 
mechanical factors such as dyspnoea and limitation 
of space by the enlarged spleen. In both twenty-four 
chronic cases and ten acute cases in which the preg- 
nancy went to term there were two stillbirths. 

Of the women with a chronic condition, sixteen 
survived, of which two became pregnant again, and 
five died during pregnancy, labor, or puerperium. Of 
the women with an acute condition, seven died in 
the puerperium and one left the Institute in poor 
general condition. 

Grave hemorrhages occurred in the third stage in 
practically all of the acute cases, whereas in the 
chronic cases the loss of blood in the third stage was 
less than that in the cases of normal women. 

The treatment included splenectomy, blood trans- 
fusion, and interruption of the pregnancy, but the 
best results were obtained from the administration 
of arsenicals by mouth and X-ray irradiation over 
the spleen. 

The author’s conclusions are summarized as fol- 
lows: 

1. Pregnancy does not predispose to these dis- 
eases. 

2. Pregnancy aggravates both the acute and the 
chronic types of leukemias and aleuk«mias. 

3. A child born of a mother with leukemia or 
aleukemia is normal. 

4. In the chronic forms, the mother tolerates par- 
turition and the puerperium quite well, while in the 
acute forms death is almost certain. 

5. It is best to allow the pregnancy to continue in 
the hope of obtaining a living baby. 

6. The most satisfactory treatment seems to be 
the administration of arsenicals and irradiation. 

GEoRGE C. Frnota, M.D. 
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Atlee, H. B.: Pernicious Vomiting of Pregnancy. 
J. Obst. & Gynec. Brit. Emp., 1934, 41: 750. 

Atlee claims that pernicious vomiting of preg- 
nancy is always a neurotic manifestation, and that 
the changes found in the liver after death in cases of 
such vomiting are due to starvation and loss of gas- 
tric juice. 

He attributes the vomiting to a distorted subcon- 
sciolis attempt on the part of the patient to rid her- 
self of the fetus. In the majority of thirty-three re- 
ported cases; evidence of a “psychological conflict”’ 
was present in the majority and uniform success 
attended treatment by suggestion. 

ABRAHAM A. BrRAvER, M.D. 


Caffier, P.: Death from Eclampsia (Ueber den 
Eklampsietod). Zentralbl. f. Gynaek., 1934, p. 962. 


It is noteworthy that up to the present time little 
that is exact has been known concerning death from 
eclampsia. The author therefore made a careful 
study of five fatal cases. Three of the women died 
during or shortly after an attack and two died with 
symptoms of pulmonary cedema and renal failure. 
In the cases of the first group an attempt was made 
to clarify the mechanism of sudden death from 
eclampsia. One of the patients in this group died 
during an attack which occurred while she was being 
transported to the hospital. The two others suc- 
cumbed shortly after an attack in which only the 
tonic phase had developed, but marked disturbances 
of the pulse were noted between the attack and the 
occurrence of death. While in the first case autopsy 
performed immediately after death showed the 
heart to be firmly contracted (the other organs 
showed typical eclamptic changes), in both of the 
two other cases there were extensive haemorrhages 
in the conductive system which accounted for the 
irregularity of the pulse following the attack. Evi- 
dently the tonic phase of the attack is the most 
dangerous. Practical observations and theoretical 
considerations indicate that cardiac failure is a more 
important cause of death during or after an attack 
of eclampsia than has been assumed heretofore. 
Theoretically, sudden death in eclampsia may be 
of one of the following types: 

1. Death from asphyxia of central origin due to 
vascular spasms in the region of the respiratory 
center. 

2. Death from participation of the heart in the 
tonic phase of the eclamptic attack. 

3. Death from coronary spasm, similar to angina 
pectoris. 

4. Death from shock due either to changes in the 
vagus center, vascular spasms in the medulla ob- 
longata, or irritation of the pulmonary branches of 
the vagus in the tonic phase of the eclamptic attack. 

The author states that a definite decision as to 
the factor or factors responsible for the fatal outcome 
will be rendered possible only by correlation of the 
clinical and autopsy findings in large series of cases 
in which autopsy is performed immediately after 
death. 
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In both of Caffier’s cases of death following 
symptoms of renal failure there was a marked con- 
genital hypoplasia of the left kidney and apparently 
only the right kidney was functioning. In one of 
them the left kidney was the size of a fetal kidney. 
These two cases were similar to the first case in 
Group 1 in which the right kidney showed advanced 
caseous and cystic glomerular tuberculosis with tota! 
destruction of the renal parenchyma. From a prac 
tical point of view these three cases may be regarde:! 
as cases of solitary kidney. The reaction to eclampsia 
of women with only one kidney as shown in this 
series and in cases of unilateral nephrectomy re- 
ported in the literature does not differ from that of 
women with two kidneys. It is obviously not tru 
that the tendency to develop eclampsia depends 
upon the amount of renal parenchyma present 
However, in cases of eclampsia and severe eclamp 
sism, destruction of the parenchyma rapidly be 
comes so advanced that catastrophe results, and in 
the most severe and rapidly fatal cases seen in the 
Koenigsberg Clinic in the period of a year marke: 
reduction in the amount of renal parenchyma was 
found. 

In conclusion the author says that determination 
of the relationship between eclampsia and _ renal 
function will require close cooperation between 
clinicians and pathologists. 

(P. CAFFIER). 


Harotp C. Mack, M.D. 


Traina Rao, G.: The Neurovegetative State in Pyeli- 
tis of Pregnancy (Lo stato neurovegetativo nelle 
pieliti gravidiche). Riv. ital. di ginec., 1934, 16: 387 

The pyelitis of pregnancy has been attributed to 
urinary stasis with secondary bacterial invasion. The 
factor responsible for the stasis is compression of 
ureter by the gravid uterus. In addition to this 
mechanical process, a number of investigators have 
demonstrated that there is also an associated aton\ 
of the ureter. 

Klein, Kehrer, and others attribute the ureter! 
atony to a disturbance of the neurovegetative ba! 
ance. 

The author calls attention to the fact that the 
urinary excretory apparatus is innervated by a rich 
network of nerve ganglia (Hryntschak, Hofbauer 
upon which the peristalsis of the ureter depends. |: 
is therefore evident that the sympathetics and para 
sympathetics have a direct influence on uretera! 
function. Since the function of any organ is depend 
ent upon its tone and excitability, any factor acting 
directly or indirectly on this nervous system, such as 
drugs (adrenalin) or the calcium-potassium balance 
also influences the activity of the ureter. 

The author lists all body functions which illus 
trate tone and all illustrating excitability. 

He reports thirty cases of pyelitis of pregnancy in 
which determinations of tone and excitability, the 
adrenalin response, and the calcium-potassium bal 
ance were made. The results showed that the ma 
jority of women afflicted with pyelitis of pregnanc\ 
have a hypertonia of the parasympathetics. Wheth 
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er the predominance of the parasympathetic in- 

‘luence or a deficiency of the sympathetics is re- 

sponsible for the diminution of tone is uncertain. 
GEORGE C. Frnoia, M.D. 


LABOR AND ITS COMPLICATIONS 


Voron, J., and Pigeaud, H.: Managed Labor. The 
Efficacy and Innocuity of Certain Procedures 
Intended to Direct the Course of Labor (L’ac- 
couchement dirigé. Efficacité et innocuité de cer- 
tains procédés destinés 4 diriger la marche du tra- 
vail). Gynéc. et obst., 1934, 30: 113. 


‘ 


By the term “managed labor” the authors mean 
labor influenced by the application of a series of pro- 
cedures, some purely obstetrical, such as artificial 
rupture of the membranes, and others purely medi- 
cal, such as the subcutaneous injection of spasmal- 
gine and extract of the posterior lobe of the pituitary 
gland or the administration of quinine or chloral by 
mouth. These procedures are intended to accelerate 
the progress and diminish the pains of labor. 

Artificial rupture of the membranes definitely ac- 
celerates the progress of labor in normal cases. The 
authors believe it should be done in every labor 
when the pelvic measurements and uterine contrac- 
tions are normal, the fetus is of normal size, and the 
cervix is dilated between 4 and 6 cm. 

The subcutaneous administration of spasmalgine 
diminishes spasmodic contractions of Bandl’s ring. 
When such spasms are recognized, it is possible to 
inject several ampoules of spasmalgine at intervals of 
fifteen minutes without causing harm. In many 


cases in which spasms of the lower uterine segment 


could not be diagnosed definitely but the uterine 
contractions were so frequent as to be almost con- 
stant, a single injection of spasmalgine has resulted 
in proper spacing of the contractions and suppres- 
sion of the extremely annoying lumbar pains. The 
authors have given as many as five injections of 
spasmalgine during labor without causing injury to 
the fetus. While spasmalgine should not be adminis- 
tered routinely, it finds numerous indications during 
labor. 

The subcutaneous injection of extract of the pos- 
terior lobe of the pituitary gland in doses of 2 inter- 
national units is incapable of producing exaggerated 
uterine contractions or tetany, but in the great 
majority of cases is sufficient to overcome relative 
uterine inertia developing during labor, either before 
complete cervical dilatation or during the second 
stage. 

The administration of quinine sulphate or syrup of 
chloral by mouth is an old practice which has been 
proved to be a valuable adjunct to obstetrical 
procedures. 

These methods of directing labor were investi- 
gated by the authors by clinical and graphic methods. 
For study of the uterine contractions the hystero- 
graph of Fabre was used. The findings demonstrated 
that the procedures are efficient and innocuous. 

Harotp C. Mack, M.D. 
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Gauss, F. J.: The Conduct of Labor in Cases of 
Placenta Przevia, with Special Reference to the 
Scalp Forceps (Die Geburtsleitung bei Placenta 
praevia unter besonderer Beruecksichtigung der 
Kop{schwartenzange). Fortschr. d. Therap., 1934, 
10: 10, 


The author first compares the results of the man- 
agement of cases of placenta pravia in the clinic at 
Wuerzburg during his directorate there with the 
statistics of Ammonn based on the world literature. 
This comparison shows that the results are most 
favorable for the mother in cases of spontaneous 
delivery. However, spontaneous delivery is possible 
relatively seldom. Cases of manual rupture of the 
sac may be reckoned with those of spontaneous 
delivery. Vaginal tamponade is to be rejected as 
particularly dangerous for the mother. The internal 
version of Braxton-Hicks is unfavorable for the 
mother and associated with an infant mortality of 
from 70 to 80 per cent. Similarly unfavorable is the 
pulling down of a foot in cases of primary pelvic 
presentation. Metreurysis (extra-ovular and intra- 
ovular) may somewhat reduce the infant mortality, 
but does not reduce the maternal mortality. Par- 
ticularly dangerous is immediate extraction after 
version. This is never done at the Wuerzburg 
clinic. According to the statistics based on the 
world literature it has a maternal mortality of 10 
per cent and an infant mortality of 50 per cent. 
The results of abdominal casarean section in the 
Wuerzburg clinic are poor, but this unfavorable 
impression may be due to the relatively small num- 
ber of cases. The statistics based on the world 
literature indicate that results are good as far as 
the life of the child is concerned, but the maternal 
mortality is still 7.3 per cent. 

Recognizing the fact that the results are best 
when delivery occurs spontaneously, the author 
worked out a special method which, even in the 
presence of total placenta pravia, permits a sort of 
spontaneous delivery. Following either rupture of 
the sac or perforation of the placenta, the infant’s 
scalp is grasped with a specially constructed scalp 
forceps, a certain amount of continuous pull is 
applied to the forceps, and spontaneous delivery 
is then awaited. Hemostasis is obtained by the 
constant pull on the forceps. ‘That the indications 
for this procedure may be widely placed is indicated 
by the author’s statistics which show that since the 
introduction of the method “spontaneous delivery”’ 
has been rendered possible in three-fourths of all 
cases of placenta previa, in the great majority of 
which the scalp forceps were applied. Of eighteen 
mothers, only one died and the latter was already 
infected at the time she entered the clinic. Of the 
infants—with the exception of those already dead 
when the forceps were applied and those in a few 
cases in which the forceps method was used when 
not indicated—75 per cent were saved. On the 
basis of his experience the author urges that his 
method be tested in large numbers of cases. 

(Von Mrkuticz-RApDEcK!). JouN W. BRENNAN, M.D. 
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PUERPERIUM AND ITS COMPLICATIONS 


Michon, P., and Louyot, J.: Two Cases of Severe 
Puerperal Anzmia (Deux cas d’anémie grave 
dans le post-partum). Bull. Soc. d’obst. et de gynéc. 
de Par., 1934, 24: 445. 

Two cases of severe puerperal anemia with nu- 
merous features in common are reported. 

The first was that of a woman twenty-three years 
of age who came from a large family. Of her eight 
brothers and sisters, six were living and well and 
two died in infancy. At the age of fifteen the pa- 
tient had erysipelas. She has been married for 
eighteen months. She was somewhat pale, but her 
general health was apparently good. She became 
pregnant at the end of the tenth month of marriage, 
and the course of her pregnancy was normal up to 
the sixth month. She then began to suffer from fa- 
tigue on the least exertion and developed oedema of 
the lower extremities. She gained the impression 
that she was carrying twins. Examination at that 
time revealed albumin in the urine and a blood pres- 
sure of 160/100. Under dietary treatment the al- 
bumin decreased somewhat. Slight gingival and 
nasal hemorrhages appeared then without apparent 
cause. 

Labor pains began at the end of the eighth month 
of pregnancy. When the patient was admitted to 
the obstetrical clinic on December 10, 1933, she 
was strikingly pale and presented traces of gingival 
hemorrhage and a slight ecchymosis on the left 
thigh and in the gluteal region. The liver and spleen 
were normal. The pulse rate was 92 per minute, 


and there was a systolic murmur at the base of the 


heart. The urine showed traces of albumin. The 
blood pressure was 160/100. 

The labor terminated in the delivery of twin boys 
weighing 1,800 and 1,950 gm. Following delivery 
the paleness became more pronounced. The first 
few days after labor the temperature was normal, 
but the patient was very weak and began to com- 
plain of a decrease of vision. Examination of the 
eye grounds revealed a bilateral hemorrhagic reti- 
nitis with perimacular and peripapillary haemor- 
rhagic plaques, oedema, and exudate. 

The findings of the blood-cell count were: red 
cells, 1,440,000; white cells, 3,700; neutrophiles, 64 
per cent; eosinophiles, none; basophiles, none; 
lymphocytes, 31 per cent. There were no abnormal 
red cells. The bleeding time was ten minutes. The 
coagulation time and the fragility of the blood cells 
was normal. 

The anemia became more severe in spite of treat- 
ment. On September 20 the red cell count was 
910,000 and the white cell count 4,600. Under the 
influence of a few small transfusions the anemia 
decreased somewhat. The temperature varied daily 
from 37 to 39 degrees C. The patient complained 
of dyspnoea and severe precordial pains. On January 
3, a transfusion of 160 c.cm. was poorly tolerated, 
but symptoms of shock did not develop. The con- 
dition became gradually worse. On January 8, the 
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temperature rose to 40.6 degrees C. and the patient 
became comatose. At this time a rough diastolic 
murmur was heard at the base of the heart. The 
blood pressure was 100/55. The liver was large 
and tender. A severe cedema developed in the 
lumbar region and the abdomen became distended, 
but the abdominal walls remained soft. 

A probable diagnosis of malignant endocarditis 
was made and digitalis therapy instituted. 

On January 27 the temperature fell by crisis, the 
precordial pains ceased and the appetite began tv 
improve. Thereafter, recovery was rapid. The 
diastolic murmur disappeared and the patient b: 
came able to get up. While even then the red cell 
count was 678,000 and the white cell count 6,300, 
the general condition was so good that it was di! 
ficult to keep the patient in bed. On May 15 she 
still appeared somewhat pale, although the color 
of the mucosa was normal. The pulse rate at this 
time was 80 per minute and there was a slight 
systolic murmur at the base of the heart. However, 
there was no dyspnoea and no anemia, and the 
liver and spleen were normal. The blood pressure 
was 100/55, vision was perfect, and the red ce’! 
count was 3,586,000. 

The second case is also reported in detail. In 
summarizing their findings and conclusions the 
authors call attention to the fact that in both of 
these cases an anemic state was present before labor, 
in one of them ten months previously and in the 
other two years previously. The conditions which 
favored the development of the severe puerperal 
anemia were, in one case, a multiple pregnancy, 
and in the other, antiluetic therapy, in addition 
to a considerable loss of blood during labor. In 
both cases the anemia was aggravated by massive 
destruction of red cells immediately following de- 
livery. 

The authors emphasize that it is necessary to 
differentiate between an anemia directly related anc 
determined by pregnancy and a pre-existing anemia 
aggravated by the puerperium. In both of the cases 
reported the cardiac syndrome characterized by 
severe precordial pains, dyspnoea, the absence of 
pulmonary signs, and a basal diastolic murmur led 
to an erroneous diagnosis of malignant endocarditis 
Also in both cases transfusions were of doubtful 
value and liver extract and general measures were 
more effective. Aaron S. ScHWARTZMAN, M.D 


MISCELLANEOUS 


Sodano, A.: The Reaction of the Blood to Gutta- 
Diaphot in Obstetrics (La reazione del sangue «! 
guttadiaphot nel campo ostetrico). Arch. di ostet. ¢ 
ginec., 1934, 41: 483. 

Sodano checked up the value of the guttadiaph«' 
reaction as a means of diagnosing pregnancy, as |! 
has been claimed that this reaction is quite as de 
pendable as the reaction of Aschheim and Zonde‘k. 
He discusses the theory and technique of the test and 
summarizes his findings as follows: 
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1. In ten cases of advanced normal pregnancy the 
guttadiaphot reaction of Mayer, Bierast, and Schil- 
ling was always negative in the blood of the woman, 
and the blood of the umbilical cord after parturition. 

2. The reaction was negative also in six cases of 
eclampsia, both in the blood of the woman and that 
of the umbilical cord. 

3. Of six cases of pregnancy in tuberculous women, 
it was positive in the maternal and fetal blood in 
two. However, it was not very definite and was less 
marked in the fetal than in the maternal blood. 

4. Of twenty cases of pregnancy in luetics, it was 
positive in the maternal in 75 per cent and in the 
fetal blood in 85 per cent. 

The author concludes that even though the reac- 
tion does not always give positive diagnostic evi- 
dence because it is neither especially sensitive nor 
specific, it may prove of value when its technique is 
better developed, particularly for a quick diagnosis 
of syphilis. EuGENE T. Leppy, M.D. 


Schuman, W.: A New Measurement (Clinical) for 
Estimating the Depth of the True Pelvis. Am. J. 
Obst. & Gynec., 1934, 28: 497. 


The purpose of this article is to call attention to 
the use of a new external measurement based on the 
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suggestions of Caldwell and Moloy and intended to 
estimate the depth of the true pelvis. 

Since it is the anterior portion of the pelvis which 
presents the most frequent and distinctive char- 
acteristics of the male or android type of pelvis, 
it is quite logical to seek, in the fore pelvis, a 
measurement which will represent the most constant 
of the male characteristics, that is, increased depth. 
In measuring the perpendicular distance from the 
tuberosity of the ischium to the iliopectineal line in 
the pelves of fifty-three white males and fifty white 
females Todd found that this distance averaged 101 
mm. in the male and 90 mm. in the female. 

The author takes this measurement after the in- 
tertuberous diameter has been measured, and with 
one end of the pelvimeter still on the tuberosity, 
swings the other end around to a point on the upper 
border of the superior ramus of the pubis directly 
perpendicular to the tuberosity. This distance 
averages 11.5 cm. Allowance must be made for pubic 
and gluteal fat. In the cases of persons of normal 
build, 1 cm., and in the cases of obese persons, 2 cm., 
should be allowed for the soft parts. Schuman calls 
the measurement which is obtained in this manner 
the ‘‘pubotuberous diameter.” 

EDWARD L. CorNnELL, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Walters, W., Wilder, R. M., and Kepler, E. J.: The 
Suprarenal Cortical Syndrome, with the Pres- 
entation of Ten Cases. Ann. Surg., 1934, 100: 
670. 

The records of ten cases in which the suprarenal 
cortical syndrome was present are reviewed. In the 
past two years, since the advent of active prepara- 
tions of the cortical hormone, eight patients have 
been operated on with one operative death from 
an apparently accidental cause. There was one 
non-operative death. In the tenth case, in which 
operation was performed in 1924, death occurred 
from what appeared to be suprarenal insufficiency. 
This fatality might have been prevented if active 
suprarenal cortical hormone had been available for 
temporary use. In five of the cases, suprarenal 
tumors were found; in three, diffuse hypertrophy and 
hyperplasia; and in two, suprarenal glands of normal 
appearance. In three cases surgical removal of the 
tumor was followed by rapid return to normal of 
previously abnormal physical metabolic conditions. 
Two patients with tumor died. The pituitary and 
pineal bodies of one of these patients were not 
examined. In the other, they were judged normal 


although serial sections of the pituitary body were 
not made. In two of the three cases of diffuse hyper- 
trophy and hyperplasia (in one of which operation 


was not performed) autopsy revealed no abnormality 
of the pituitary body or ovaries. In the third case 
operation was performed recently, the patient is now 
in good condition, and the roentgenogram of the 
sella turcica is normal. In one of the two cases in 
which the suprarenal glands were normal in appear- 
ance at operation, the patient died at home several 
months after the operation and postmortem exam- 
ination of the pituitary body revealed a basophilic 
adenoma. In the other case the patient is living, but 
the roentgenogram of the sella turcica discloses dis- 
tortion suggesting a pituitary tumor. 

These cases indicate that surgical exploration of 
the suprarenal glands is advisable whenever the 
suprarenal cortical syndrome is observed unless 
definite evidence of a pituitary tumor is present. 
The hazard attending the removal of tumors or re- 
section of large portions of hyperplastic suprarenal 
glands has been reduced to the minimum. 


Abeshouse, B. S.: Pyelographic Injection of the 
Perirenal Lymphatics. Am. J. Surg., 1934, 25: 
427. 

Abeshouse discusses the relation of pyelolym- 
phatic backflow to chyluria, the anatomy of the 
lymphatics of the kidney, and the mechanism of 
backflow from the renal parenchyma and pelvis. 


He states that injection of the perirenal lym 
phatics during retrograde pyelography, the so-calle« 
‘‘pyelolymphatic backflow,” is one of the rarest and 
most interesting phenomena in urology. From two 
cases he reports and eleven cases collected from the 
literature, he draws the following conclusions: 

1. The phenomenon of pyelolymphatic backflo\ 
can be distinctly demonstrated by injection of the 
renal and perirenal lymphatics during pyelography 
While this phenomenon has been observed in thir- 
teen clinical cases, attempts to produce it in anima!s 
have not been entirely successful. 

2. Injection of the renal and perirenal lymphatics 
during pyelography occurs not only in the presence 
of parasitic and non-parasitic chyluria, but also in 
the absence of chyluria or a demonstrable chyluri« 

3. The mechanism concerned in the pyelograph 
demonstration of the communication between the 
pelvis and the renal and perirenal lymphatics is 
disputed. Apparently, however, injection of these 
lymphatics is due to penetration of the pyelographic 
medium into congenital or acquired anomalous 
renal lymphatics. 

4. The acquired type of anomalous renal lym 
phatics, which is usually associated with chyluria, 
is exemplified by the dilatation and tortuosity of the 
renal lymph vessels following obstruction of the 
thoracic duct by inflammatory, suppurative, or neo 
plastic disease in the thoracic, mediastinal, perito 
neal, or retroperitoneal region. The chyluria is the 
result of the rupture of one or more of the dilated 
tortuous lymph vessels which establishes a com- 
munication between the renal lymphatics and the 
renal pelvis. It is through the same points of rupture 
that the contrast medium penetrates and injects the 
renal and perirenal lymphatics. 

5. The congenital type of anomalous renal lym 
phatics is probably present in cases of injected peri 
renal lymphatics without a demonstrable chyluria 
and in some of the cases with a non-parasitic ch\ 
luria. Failure to demonstrate this type of anomalous 
renal lymphatics may be explained by the scantiness 
of our knowledge of the normal anatomy and physi 
ology of the renal lymphatics, the scarcity of path 
ological specimens showing such changes, and the 
technical difficulties encountered in injecting norm: 
and pathological renal lymphatics. In this type, 
anatomical variations in the course and structure of 
the renal lymphatics may produce a direct commu 
nication between the renal lymphatics and the pelvis 
which will permit easy penetration of the pyelv 
graphic fluid. 

6. Overdistention of the renal pelvis and excessive 
pressure during the pyelographic examination are 
not factors in the injection of the renal and perir: 
nal lymphatics. 


130 





GENITO-URINARY SURGERY 131 


In conclusion the author says that his findings 
emphasize the need for further careful pyelographic 
studies in cases of parasitic and non-parasitic chy- 
luria of renal origin to determine the exact point of 
communication between the lymphatic and urinary 
systems and to increase our knowledge of the renal 
lymphatics. C. Travers Stepita, M.D. 


Calef, C.: Chromocystoscopy with Phenolsul- 
phonphthalein in the Diagnosis of Kidney 
Function (La _ cromocistoscopia alla fenolsul- 
fonftaleina dal punto di vista diagnostico e fun- 
zionale). Arch. ital. di urol., 1934, 11: 40. 


The author emphasizes the value of chromocysto- 
scopy with phenolsulphonphthalein in the diagnosis 
of kidney function and presents tables showing his 
findings in tuberculosis of the kidneys, calculosis, 
pyonephrosis, nephroptosis, pyelitis, pyelonephritis, 
hydronephrosis, various other conditions of the uri- 
nary tract, and diseases not involving the urinary 
tract such as appendicitis and cholecystitis. 

When the kidneys are normal, the dye is elimi- 
nated in from three to five minutes. In the presence 
of a pathological condition its elimination is slower. 
When its elimination takes place in seven or eight 
minutes kidney function may still be considered 
good. While there may be slight retardation of elim- 
ination by the normal kidney when the other kidney 
is seriously diseased, elimination requiring more than 
eight minutes usually indicates defective function. 

When elimination by the normal kidney is re- 
tarded, other tests should be made before radical 
operation is undertaken, but when chromocystoscopy 
gives normal values no other tests are necessary. 

Phenolsulphonphthalein is put up in sterile vials 
ready for use. Therefore it is unnecessary to prepare 
the solution fresh each time. Phenolsulphonphtha- 
lein is eliminated by the kidneys alone and therefore 
particularly well adapted for the determination of 
renal function. As it does not cause turbidity and is 
not deposited in a layer on the floor of the bladder, it 
does not interfere with cystoscopic examination. 
The theory that, as hematuria and various diseases 
of the bladder increase the red color of the tissues, 
the elimination of phenolsulphonphthalein, which is 
also red, it may be difficult to observe, is not valid as 
the red color of phenolsulphonphthalein is distinctly 
different from that of the tissues. 

In all of the author’s cases chromocystoscopy with 
phenolsulphonphthalein give results in agreement 
with the clinical findings. Calef is therefore con- 
vinced that chromocystoscopy is of great value and 
that phenolsulphonphthalein is preferable to the 
other substances used for chromocystoscopy. 

AuprREY Goss MorGan, M.D. 


Vermooten, V., and Neuswanger, C. H.: The 
Effects, on the Upper Urinary Tract in Dogs, of 
an Incompetent Ureterovesical Valve. J. Urol., 
1934, 32: 330. 


In the hope of obtaining dilatation of the ureters 
and incompetence of the ureterovesical valves pre- 
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liminary to an attempt at experimental reconstruc- 
tion of the valves in dogs, the authors repeated the 
work of Gruber. Gruber reported that, in the dog, 
the amount of valve excised determines the degree of 
incompetence and this in turn bears a direct relation 
to the degree of ureteral dilatation and hydroneph- 
rosis obtained. 

At intervals of from seven to eight weeks after 
the valve operation and just prior to the sacrifice of 
the animals, the authors made cystograms with the 
use of a 20 per cent solution of sodium iodide. 
Their observations and conclusions, which were 
fundamentally different from those of Gruber, are 
summarized as follows: 

1. Complete excision and incision of the uretero- 
vesical valve in the dog will always result in incom- 
petence manifested by regurgitation of the vesical 
contents up the ureter. 

2. Regurgitation of uninfected urine up a normal 
ureter will not cause ureteral dilatation. 

3. Regurgitation of infected urine up a normal 
ureter will not cause ureteral dilatation. 

4. Regurgitation up an infected ureter will result 
in ureteral dilatation. 

5. “Ascending” infection does not necessarily 
occur when infected vesical contents are regurgitated 
up a normal ureter. 

6. Ureteral infection may occur as the result of 
ulceration of the ureteral epithelium. 

7. This infection may progress by direct extension 
up and down in the loose areolar tissue of the tunica 
propria of the mucosa without the aid of the 
lymphatics. 

8. If this infection extends up under the epi- 
thelium of the mucosa lining the renal pelvis and 
calyces, pyelitis results. 

g. Under such circumstances the ureteritis is 
usually limited to the tunica propria and does not 
extend into the ureteral musculature. 

10. In no instance was periureteral inflammation 
observed. C. TRAvers Steprra, M.D. 


Uhle, C. A. W.: Gonococcal Pyonephrosis. Report 
of a Case, with a Review of the Literature. J. 
Urol., 1934, 32: 335- 


Uhle reports a case of gonococcal pyonephrosis in 
which the diagnosis was proved by smears, cultures, 
and fermentation and serological tests. ‘The pus was 
obtained by pyelotomy. Uhle cautions against mak- 
ing a diagnosis by means of stains alone because by 
this method the gonococci may be confused with 
other diplococci. 

The infection is frequently due to a mixed strain. 
The pathological changes do not differ from those of 
other acute or chronic infections except that some- 
times the number of plasma cells is greater than in 
non-specific infections. The portal of entry is doubt- 
ful. 

Of the cases of gonococcal renal infections pre- 
viously reported in the literature, only twelve met 
Uhle’s requirements for proof. 

FRANK M. Cocuems, M.D. 
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Romani, A.: A Contribution to the Study of Sten- 
oses of the Ureter (Contributo allo studio delle 
stenosi dell’uretere). Arch. ital. di urol., 1934, 11: 
409. 

Romani reports nine cases of stenosis of the intra- 
mural or vesical segment of the ureter. All of the 
patients were females. None of them had demon- 
strable foci of infection or gave a history of recent 
acute infectious disease. In eight, the stenosis was 
bilateral. 

In the author’s opinion the cause of stenosis of the 
intramural segment of the ureter is an ascending in- 
fection from the genital tract. As this segment of 
the ureter is narrowed physiologically, its involve- 
ment by inflammation may result in complete ob- 
struction of the ureteral lumen. 

The treatment indicated is ureteral dilatation. 

Peter A. Rost, M.D. 


BLADDER, URETHRA, AND PENIS 


Sanes, S., and Doroshow, G. D.: Cystitis Emphy- 
sematosa. (1) In an Elderly Diabetic Woman; 
(2) In a Three-Months-Old Female Infant. J. 
Urol., 1934, 32: 278. 


Twenty-six cases of cystitis emphysematosa are 
on record. Nineteen of the patients were females. 
The authors report two cases in which the condition 
was found at autopsy. 

The authors’ first case was that of a woman sixty- 
two years of age who died eight hours after her ad- 
mission to the hospital. The urine in this case had 
an acid reaction anda sugar content of 4+. The sugar 
content of the blood was high, and the carbon- 
dioxide combining power 28 mm. Hg. At autopsy, 
the bladder was found distended by 400 c.cm. of 
turbid urine. The urine seemed charged with gas 
bubbles. The wall of the bladder felt like a sponge. 
The entire mucosa was covered with white crepitant 
vesicles ranging in size from that of a pinhead to 
that of a split pea. The surface was irregular and 
reddish-brown from hemorrhages. The mucosa was 
from 0.2 to 0.3 cm. thick, and the wall 1.2 cm. thick. 
The bladder floated in water. Over the gas vesicles 
the epithelium was deficient. The submucosa and 
muscle showed marked congestion, oedema, and in- 
filtration by round cells, eosinophiles, plasma cells, 
and leucocytes. There were recent and old hemor- 
rhages and many open spaces. Some of the latter 
were lymphatics. Multinucleated giant cells were 
present. Cultures showed a Gram-negative bacillus 
allied to the bacillus coli communis which fermented 
lactose and dextrose. The same form was found in 
the tissues. 

In the second case, that of a female infant three 
months old, the urine was acid, showed albumin and 
pus cells, and yielded positive cultures of bacillus 
coli communis. Following the administration of 
glucose 1+ copper reduction was obtained. Ex- 
amination of the urinary tract at autopsy showed 
hemorrhagic cystitis with emphysema of the mucosa 
and ascending bilateral pyelonephritis. On the left 
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side there were two ureters and pelves. The bladder 
mucosa was hemorrhagic. Solitary and multiple 
gas bubbles of pinhead and pinpoint size covered the 
entire mucosa, but were most numerous in the 
hemorrhagic zones. Gas vesicles were not present 
in the submucosa or muscle layer. Cultures showed 
the bacillus coli communis. 
CLaupE D. PicKRrELL, M.D. 


Smith, A. J. D.: The Use of Radium in Carcinoma 
of the Bladder. Brit. M.J., 1934, 2: 584. 


The author calls attention to the great divergence 
of opinion among urologists regarding the use of 
radium in the treatment of carcinoma of the bladder. 
He believes that carcinomata thought to be in- 
operable when first seen will respond to radium 
therapy. He reviews the early methods of radium 
treatment with their disadvantages and stresses the 
modern method of implanting radon seeds by means 
of the cystoscope. He favors removal of the tumor 
mass by diathermy by the suprapubic route and the 
introduction of radon seeds into the base of the 
tumor. When radon seeds are used roentgenograms 
should be taken after forty-eight hours and after four 
days to make sure that all of them are out. Radon 
seeds lying free in the bladder are passed painless! y 
at the first urination. The operative mortality of 
partial cystectomy and transplantation of one ureter 
is reported to be from ro to 15 per cent. 

In conclusion Smith cites some statistics on the 
results of radium therapy. On the basis of his ex 
perience he believes that the implantation of radon 
seeds by means of the cystoscope should be limited 
to cases of papillary carcinoma not more than 2 or 
3 cm. in diameter. In others the lesion should be 
approached by the suprapubic route. Infiltrating 
carcinoma should be resected as far as possible. 
Great care must be taken in selecting inoperable 
cases for radium treatment. 

Donatp K. Hrsss, M.D. 


Selvaggi, G.: Cancer of the Urethra in the Male (Sul 
cancro dell’uretra maschile). Arch. ital. di urol., 1934, 
11: 487. 

Primary tumors of the urethra are rare. Since the 
report on such neoplasms by Thiaudiere in 1851, 
only about 200 have been recorded. The cause of 
urethral cancer, like that of cancer in general, is 
unknown, but in many cases gonorrhoea and its 
sequela seem to play an important rdéle in the 
development of the lesion. Rizzi, Imbert, and Tan- 
ton found gonorrhoea in 60 per cent of cases and 
Legueu found it in 40 per cent. Edelmann has re- 
ported 2 cases of alleged contact infection from 
women with genital carcinoma. Because of its 
chronic inflammatory nature, some investigators 
believe that urethral stricture and the trauma asso- 
ciated with its treatment produce epithelial changes 
that may lead to cancer. 

Cancer of the male urethra is most common be- 
tween the ages of fifty and sixty years, but is often 
found earlier. It develops most frequently in the 
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perineal portion of the urethra where the normal 
epithelial changes are most marked and strictures 
are most common. Before the tumor reaches the 
external surface of the body it is manifested only 
by an indurated mass of varying size along the 
urethra with or without changes in the adjacent 
tissues. After the skin has been perforated the 
lesion presents the usual characteristics of an ulcer- 
ated neoplasm to which may be added secondary 
infection from contamination by the urine. There- 
after, the tumor infiltrates and destroys the adjacent 
tissues. 

Histologically, the tumors may be of mesenchymal 
or epithelial origin. Benign connective tissue tumors 
are rare. Malignant tumors, which are more com- 
mon, are usually found in young persons and may 
occur even in babies. They include round-cell and 
spindle-cell sarcomata, melanomata, endotheliomata, 
lvmphosarcomata, and epithelial tumors. Malignant 
epithelial tumors may originate in either the epi- 
thelium lining the urethra or from some of its glands. 
They spread by direct extension. Metastasis to the 
nodes takes place late. According to Wasserman, it 
occurs in a third of the cases. Visceral metastasis, 
which is more frequent, occurs to the lungs, the 
skeleton, and, by retrograde spread, sometimes to 
the testicle. Selvaggi calls attention to the fact that 
the lymphadenopathy in the groins is often inflam- 
matory. 

The early symptoms, which are those of urethral 
obstruction, may be attributed by the patient to an 
old venereal infection. Later, the symptoms are 
those of an infiltrating, ulcerating, destructive 
lesion complicated by infection and often by a 
urinary fistula. Early diagnosis may be difficult, 


especially in cases with a pre-existing stricture. 
Urethroscopy, catheterization with an olive-tipped 
bougie, or rectal examination may yield valuable 


diagnostic information. In the differential diag- 
nosis, prostatic and perineal abscess, benign stric- 
ture, inflammatory lesions, and benign tumors must 
be excluded. An exact diagnosis is possible only by 
biopsy. 

The prognosis of urethral cancer is poor as death 
usually results from a urinary complication. How- 
ever, it is greatly improved by early diagnosis and 
correct treatment. 

The most satisfactory treatment of cancer of the 
male urethra is radical surgical operation. In a cer- 
tain few cases of well-circumscribed lesions resection 
of the urethra may be done, but in most cases ampu- 
tation of the penis, often with amputation of the 
scrotum and dissection of the inguinal nodes, is the 
operation indicated. In some cases prostatectomy 
or resection of the bladder may be necessary in addi- 
tion. In many cases only a palliative operation for 
relief of the symptoms is possible. In this group, 
irradiation in addition to the operation is of value. 
The author believes that dependence can be placed 
on radium or X-ray irradiation only for palliation. 

To date, the incidence of cure has been reported as 
about ro per cent. 
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Selvaggi reports a case of fungating tumor of the 
urethra in a man fifty-seven years of age who had a 
post-gonorrhoeal urethral stricture. The diagnosis 
was made by biopsy. Radical operation supple- 
mented by roentgen therapy was followed by a good 
result. EuGENE T. Leppy, M.D. 


Vintici, V., and Alterescu, H.: A Case of Malignant 
Non-Carcinomatous Tumor Primary in the 
Corpora Cavernosa of the Penis with Visceral 
and Osseous Metastases (Un cas de tumeur ma- 
ligne non-carcinomateuse primitive des corps caver- 
neux du pénis avec métastases viscérales et osseuses). 
J.d'urol. méd. et chir., 1934, 38: 27. 

In a review of the literature the authors were able 
to find only thirty-five cases of lesions similar to 
the lesion in the case they report in this article. 
Their case was that of a man twenty-two years of 
age who first noticed a small firm tumor on the 
lateral side of the penis near the base in November, 
1932. The tumor rapidly increased in size, and in 
February, 1933, when the patient first consulted 
the authors, it involved a considerable portion of 
the penis and there was pain on urination. A diag- 
nosis of plastic induration of the corpora cavernosa 
was made and irradiation treatment was given. 
When the patient was seen again on April 24, 1933, 
he had lost 12 kgm. in weight, the local lesion had 
increased considerably in size, the penis had become 
conical and rigid, and there was involvement of the 
penoscrotal region and perineum. ‘The urethra, 
corpus spongiosum, vas, testicles, and epididymis 
were apparently not involved, and the skin overly- 
ing the lesions was apparently normal. Urination 
was normal, but erection was extremely painful. 
General examination disclosed numerous metastases 
to the subcutaneous and deep tissues of the forearm 
and the legs, around the iliac crest, and in the lungs 
and bones. Laboratory examination was negative. 
Two attempts at biopsy were made, but were 
incomplete because of hemorrhage. Aspiration of 
one of the nodules disclosed numerous round cells 
which were undoubtedly malignant. Because of this 
finding and the extreme vascularity of the tumors 
the authors concluded that the neoplasm was a 
round-cell sarcoma developing in the fibrous tissue 
septa of the corpora cavernosa. 

The patient was given further X-ray treatment 
and sent home. He died several months later, soon 
after the occurrence of pathological fractures of the 
right humerus and tibia. 

NaTHAN A. Womack, M.D. 


GENITAL ORGANS 


Carli, C.: Torsion of the Spermatic Cord (La tor- 
sione del funicolo spermatico). Arch. ital. di chir., 
1934, 37: 209. 


Carli reports a case of torsion of an undescended 
testicle in an infant eleven months old, reviews the 
literature on the condition, and discusses the pecu- 
liarities of his case. 
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Three days before his admission to the clinic, the 
child, who previously had been well, began to vomit 
and the mother noted that the undescended testicle 
in the right groin had become larger, firmer, and 
apparently painful. The application of hot fomenta- 
tions by the mother was followed by periods of relief 
with intervals of exacerbation of the pain. The 
swelling in the groin remained about the same size. 

On physical examination the left testicle was 
found to be of normal size and situated in the 
scrotum. The right half of the scrotum contained no 
testicle. In the right groin there was a mass the size 
of a pigeon’s egg which, when manipulated, caused 
the child to scream. 

A diagnosis of torsion of the spermatic cord of an 
undescended testicle was made and immediate oper- 
ation advised. At operation the right testicle was 
found in the right inguinal canal. The tunica vagi- 
nalis was markedly distended and contained a sero- 
hemorrhagic fluid. The testicle and epididymis were 
purplish. The spermatic cord was rotated 180 de- 
grees from right to left. The torsion was above the 
vaginal sac. The scrotal ligament was absent. No 
hernia was present. On account of the degenerative 
changes in the testicle, orchidectomy was performed. 
Recovery was uneventful. 

Histological examination of the testicle showed an 
interstitial haemorrhagic infiltration and reduction 
in the number and necroses of the seminiferous 
tubules. 

Carli states that torsion of the spermatic cord 
before the first year of age is rare, only about ten 
cases being on record. Extravaginal torsion is also 
unusual, only about twenty cases having been re- 
ported. He reviews the possible mechanism of 
torsion. Peter A. Rost, M.D. 


Sjéstrand, T.: Acute Tuberculous Epididymitis 
and Epididymo-Orchitis. Acta chirurg. Scand., 
1934, 75: 329- 


The author reviews 68 cases of acute tuberculous 
epididymitis and epididymo-orchitis of sudden onset 
in which the condition was accompanied by fever, 
deterioration of the general condition, pain, and red- 
ness of the scrotal skin, and in many respects re- 
sembled clinically acute septic and gonorrhceal 
epididymitis and epididymo-orchitis. To compare 
this form of the disease with tuberculous epididymitis 
and epididymo-orchitis in general, he reviews also 
509 cases of male genital tuberculosis collected from 
the literature. 

Of 390 cases of tuberculous epididymitis and epi- 
didymo-orchitis, 17 per cent were acute from the 
beginning and presented the clinical picture observed 
in the author’s cases. 

The acute form of the disease may occur at any 
age, but in 48 per cent of the reviewed cases it 
developed between the twentieth and thirtieth years. 

Heredity is not an important factor. In 9 of the 
reviewed cases the cause was trauma; in 6, over- 
exertion; in 3, influenza; in 2, gonorrhceal urethritis; 
and in 1, a cold. 


INTERNATIONAL ABSTRACT OF SURGERY 


Tuberculous changes in the prostate and seminal] 
vesicles could be palpated in 66 per cent of the acute 
cases and 62 per cent of the total number of cases of 
tuberculous epididymitis. 

Tuberculous changes in other organs could be 
demonstrated in 25 per cent of the acute cases and 
40 per cent of the total number of cases. In only a 
few of the acute cases were these changes serious. 

The acute and apparently serious form of genital 
tuberculosis has a more favorable prognosis as regar«s 
life, but a greater tendency to become bilateral 
than tuberculous epididymitis in general. 

In two-thirds of the acute cases a probable diag- 
nosis can be made by rectal palpation and in some of 
these it can be confirmed by the demonstration of 
tubercle bacilli in secretion pressed from the prostate. 

If the diagnosis is made early, operative treatment 
can be limited to epididymectomy. When the condi 
tion is advanced, castration must be performed. 

To ascertain the factors determining the prognosis 
as regards life and recurrence in tuberculous epidi- 
dymitis and epididymo-orchitis in general the author 
grouped the 509 cases reported in the literature ac 
cording to the time that had elapsed between the 
onset of the disease and the patient’s admission io 
the hospital and determined the percentage in each 
group in which there were palpable changes in the 
prostate and seminal vesicles, the percentage in 
which the condition became bilateral, the percentaye 
in which tuberculous changes occurred in other 
organs, and the mortality. 

The prostate and seminal vesicles were involved in 
60 per cent of the acute and subacute cases. In the 
chronic cases the incidence of such involvement in 
creased with the duration of the disease. 

Recurrence and bilateral involvement were most 
frequent in the cases with tuberculosis of the pros 
tate and seminal vesicles. 

The mortality depended entirely on other tuber- 
culous changes in the body. 


Marsella, A.: Aberrant Adrenal Tissue in the 
Epididymis (Sul reperto di tessuto interrenale 
aberranti nell ’epididimo). Arch. ital. di urol., 1934, 
11: 281. 


The author reports a case of aberrant adrenil 
cortical tissue in the head of the epididymis and re 
views the literature on the condition. 

His case was that of a man thirty-seven years of 
age who died of pulmonary tuberculosis. The ad- 
renal tissue in the epididymis was found at autopsy. 
The nodule consisted of cells of the adrenal cortex 
surrounded by a fibrous capsule. 

From his review of the literature the author con 
cludes that accessory adrenal tissue is more or less 
common. It may be found in the vicinity of the 
adrenal gland itself, in the kidney or liver, along the 
spermatic vein, in the vicinity of the genital glands, 
in the ovary, in the region of the epididymis, in the 
pelvis, and in the region of the abdominal sympa- 
thetic nerves. Adrenal tissue around the abdominal 
sympathetics consists of medullary cells and has the 





GENITO-URINARY SURGERY 13 


characteristics of chromaffin tissue, whereas aberrant 
adrenal tissue found elsewhere consists almost ex- 
clusively of cells of the adrenal cortex. The reported 
cases of cortical and medullary tissue in the same 
aberrant nodule are rare and doubtful. 

Che frequency with which adrenal cortical tissue 
is found in certain areas and organs, sometimes at a 
distance from the adrenal glands, is explained by the 
embryological vascular relationship of the adrenals 
and by dislocation of the adrenal tissue during early 
development before the two portions of the adrenal 
are fused into one gland. On account of involution 
and obliteration of many of the embryological vessels 
supplying aberrant adrenal glands with resulting 
atrophy of the adrenal tissue, accessory adrenal 
tissue is less common in adults than in infants a few 
months old. 

Aberrant adrenal tissue maintains its function. 
This has been demonstrated clinically by cases in 
which the adrenal glands were completely destroyed 
without the appearance of Addison’s syndrome or 
symptoms of adrenal insufficiency. 

The aberrant adrenal tissue may undergo neo- 
plastic changes and develop into neoplasms such as 
hypernephromata and Grawitz tumors. 

Peter A. Rost, M.D. 


Moszkowicz, L.: The Origin of Cryptorchidism 
(Die Entstehung des Kryptorchismus). Arch. f. 
klin. Chir., 1934, 179: 445. 


As early as 1927, at the convention of Alpine sur- 
geons at Innsbruck, the author expressed the opinion 
that cryptorchidism is the result of delayed sex de- 
termination due to an “‘intersexuality” in the sense 
in which that term is used by Goldschmidt. 

In this article he presents further evidence in sup- 
port of his theory. In a deformed newborn infant 
there was found a peritoneal duplication uniting 
both undescended testicles which could be described 
only as a ligamentum latum and had undoubtedly 
prevented the descent of the testicles. To solve the 
problem, the author examined a large number of 
embryos. He found that in embryos measuring 30 
mm. from vertex to coccyx sex characteristics were 
still not evident macroscopically, but that in em- 
bryos 40 mm. long sex differences were distinctly 
apparent. In female embryos of the latter length the 
genital cord appears as a rather thick transverse 
ridge between the bladder and the rectum. In male 
embryos of the same age this cord is very much 
thinner and in the center is notched and bifurcated 
cranially. 

As is well known, there occurs in the female em- 
bryo an extensive fusion of the muellerian ducts. As 
a result, the wolffian ducts which are enveloped by 
the same mesenchyme are drawn with them toward 
the midline. By this traction the cranial portion of 
the gubernacula and the caudal portion of the prone- 
phron and the generative glands are also drawn 
closer to the center of the body. The generative 
glands are thereby moved from their vertical to a 
more horizontal position and are gradually with- 
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drawn from the influence of the gubernacula. The 
latter develop in their cranial portion into the ovarian 
ligaments and in their caudal portion into the round 
ligaments. The mesenchyme is changed into the 
ligamentum latum. 

In the male embryo large portions of the muel- 
lerian and wolffian ducts remain ununited, this fact 
accounting for the previously mentioned notching 
and bifurcation of the genital ridge. Accordingly, 
the gubernaculum is not drawn toward the middle 
and maintains its full efficiency with respect to the 
generative glands. It grows to a thick cord which 
enlarges the inguinal canal, thus facilitating the 
descent of the related testicle. The latter is merely 
hanging on a pedicle which is formed from parts of 
the muellerian and wolffian ducts and gradually be- 
comes more and more attenuated. If a disturbance 
arises during this stage of growth—for example, if, in 
a maturing male embryo, female developmental 
characteristics at first predominate and therefore a 
progressive coalescence of the muellerian and wolffian 
ducts occurs—it will lead to the formation of a liga- 
mentum latum binding both testicles and preventing 
their descent. 

Asymmetry of this process would easily account 
for the unilateral inguinal testicle and for dystopia 
testis transversa. 

If these theories are correct, still other deformities 
representing more marked disturbances of this type 
may occasionally be found in cryptorchids. 

In the female, many deformities may be accounted 
for similarly by the predominance, for some length 
of time, of male developmental characteristics in the 
developing female embryo. 

As these abnormalities may appear in several 
members of a family and are therefore inheritable, 
developmental anomalies may sometimes be found 
in female relatives of males with cryptorchidism. 

Since the author has searched for such deformities 
in operations for retention of testicles in the inguinal 
canal he has observed in the case of a fifteen-year-old 
boy with bilateral cryptorchidism a shining, tendon- 
like thickening in the hernial sac which started from 
the medial margin of the testicle, entered the ab- 
dominal cavity in the form of a shining, tendon-like 
cord, and was apparently a rudimentary ligamentum 
latum. A ligament uniting both testicles and corre- 
sponding to the ligamentum latum was found also 
in two autopsies. 

(W. ManpeEL). Marutas J. Serrert, M.D. 


MacKenzie, D. W., and Ratner, M.: Malignant 
Growths in the Undescended Testis. A Review 
of the Literature and a Report of Two Cases. 
J. Urol., 1934, 32: 350. 


The authors report two cases of malignant growths 
in undescended testicles. They state that the occur- 
rence of such changes in either the abdominal or the 
inguinal undescended testicle is rare, and that the 
arguments advanced to prove that undescended 
testicles are predisposed to malignant changes are 
based on statistics which often are contradictory. 
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They have found that malignancy develops in an 
abdominal testicle in only 1 of 60,000 cases of ab- 
dominal cryptorchidism. They therefore believe 
that orchidectomy should never be performed merely 
to prevent malignant degeneration. 

The pathological character of growths in unde- 
scended testicles is the same as that of growths in 
normally placed testicles. The symptoms depend on 
the location of the testicle. If the testicle is in the 
groin the patient complains of a mass and a feeling of 
heaviness in the groin, but if the testicle is in the ab- 
domen there are no symptoms until late, when an 
abdominal mass becomes apparent. Often the symp- 
toms due to metastases are the first to appear. 

In cases of malignant growths in undescended 
testicles MacKenzie and Ratner precede orchidec- 
tomy by a course of deep X-ray therapy and follow 
it by several courses of deep X-ray therapy given 
over a long period of time. 

FRANK M. Cocuems, M.D. 


Donati, D.: Fibrosarcoma of the Tunica Vaginalis 
of the Testicle, a Clinical and Pathological 
Study (Fibro-sarcoma della vaginale del testicolo. 
Studio clinico ed anatomopatologico). Arch. ital. di 
urol., 1934, Il: 472. 


Connective tissue tumors originating from the 
fibrous tunics which surround the testicles or from 
the adipose and fibrous tissues which separate and 
surround the various elements of the testicles or cord 
are very rare. In general they run a benign course. 
An exact distinction between tumors of the cord and 
tumors of the sheaths of the testicle is often very 
difficult to draw because cord tumors often begin 
in the cord below the inguinal canal, frequently near 
the true sheath of the testis, and tumors of the 
tunica vaginalis may grow between the visceral and 
parietal leaflets around the posterior fascia of the 
epididymis or cord. However, tumors of the cord 
are much more frequent than tumors of the sheaths 
of the testicle. 

In discussions of the histology of tumors of the 
spermatic cord and tunica vaginalis, there have been 
described several types of tumors of connective tis- 
sue origin, fibromata, lipomata, myxomata, mixed 
tumors, tumors undergoing malignant degeneration, 
fibrosarcomata, and sarcomata. Even the malignant 
tumors have a slow course and their histological 
examination seldom shows very definite active 
atypical proliferation of the cells. 

Before reporting the findings of his study of 
tumors of the sheaths of the testicle Donati reviews 
briefly the normal anatomy of these sheaths. He 
states that the tunica vaginalis propria, the tunica 
fibrosa, and the interposed cellular tissue may all 
be the sites of neoplasms. Tumors involving these 
sheaths always have an insidious onset and grow 
slowly. Sometimes they follow trauma. They may 
reach a considerable size without causing symptoms 
and then cause only mechanical symptoms. They 
are usually unilateral. They do not metastasize and, 
if removed, do not recur. 
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Donati reports a case which he considers note- 
worthy because of the rarity of the type of tumor 
found, the presence of multiple tumor masses, and 
the sites of the neoplasms. There were several 
neoplasms in the tunica vaginalis propria, involving 
especially the parietal leaf surrounding the epi- 
didymis and cord, and also a number of masses 
between the tunica propria and the tunica fibrosa. 
External to the tunica vaginalis commune there 
were masses of fat encapsulated by a fibrous sheath. 
The patient was a man seventy years of age who 
first noticed a slowly growing symptomless lump in 
the left testicle two years before he entered the 
hospital. At the time he entered the hospital the 
neoplasm had reached such a size that its weight 
caused discomfort. Exploratory puncture of a 
cystic area of the tumor evacuated about 10 c.cm. 
of fluid which contained many leucocytes, a number 
of crystals, numerous large round cells with clear 
protoplasm and without vacuoles, and some cells 
with irregular outlines in which granular-fatty ‘e- 
generation was seen. At operation the tumor, the 
left testicle, all of the scrotal sac, and a considerable 
portion of the cord were removed. The tumor 
measured 12 cm. in length and 8 cm. in thickness, 
and weighed 7oo gm. On microscopic examination 
it was found to be a fibroma showing areas of fibro 
sarcoma with polymorphous cells. 

EvuGENE T. Leppy, M.D 


MISCELLANEOUS 


Wolgensinger and Colson: The Search for Koch's 
Bacilli in the Urine (De la recherche des bacilles 
de. Koch dans les urines). J. d’urol. méd. et chir., 
1934, 37: 480. 

The authors review the four principal methods for 
finding tubercle bacilli in the urine: (1) direct exami 
nation after centrifugalization and staining, (2) in- 
oculation of guinea pigs, (3) examination after cn- 
richment, and (4) culture or microculture. 

The reported incidence of positive results from 
direct examination in proved cases varies from 14 to 
57-95 per cent. 

According to Marion, guinea-pig inoculation yields 
positive results in go per cent of cases. However, 
Calmette has called attention to instances of sponta- 
neous tuberculous infection of guinea pigs and rab- 
bits, thereby demonstrating that this method is not 
free from the possibility of error. Another disadvan- 
tage of the procedure is the time it requires. ‘Ihe 
authors abandoned the method in 1922. 

The authors object to microculture because i: is 
difficult and requires from nine to twenty-seven 
days. 

They recommend most highly the methods of con- 
centration, particularly the Ellermann-Erlandsen 
method of autodigestion which they supplement by 
direct examination of the sediment. In fourteen 
years they have obtained positive results by the 
combination of these two methods in 95.45 per cent 
of cases. They believe that these methods are su!!! 
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ciently accurate to rule out or prove the presence of 
unilateral or bilateral renal tuberculosis. Their tech- 
nique is as follows: 

All utensils are carefully cleansed prior to use. The 
urine is centrifugalized at 4,500 revolutions for fif- 
teen minutes. The sediment is stained with hot 
Ziehl-Nielsen stain for five minutes and then de- 
stained with nitric acid and alcohol to which a little 
picric acid has been added and counter-stained with 
methylene blue. The picric acid is used to decolor 
the smegma bacillus. A careful systematic study of 
the preparation is next made. If the microscopic 
examination is negative, the Ellermann-Erlandsen 
procedure of autodigestion is carried out in the fol- 
lowing manner: 

The sediment obtained by the previous centrifu- 
galization is diluted with a 1:400 solution of sodium 
carbonate and incubated at 37 degrees C. for twenty- 
four hours. It is then centrifugalized for fifteen 
minutes at 4,500 revolutions. The sediment is again 
diluted with the solution of sodium carbonate and 
placed in a boiling water bath for five minutes. After 
cooling, it is again centrifugalized for fifteen minutes 
at 4,500 revolutions and the sediment stained as 
described for the direct examination. 

The authors conclude that the method is rapid and 
certain if the described technique is followed and if a 
careful study of the stained smears is made by a com- 
petent bacteriologist. | Max M. ZINNINGER, M.D. 


Le-Roy, C. M.: Colon Bacillus Heematuria (Le ema- 
turie da colibacillo). Arch. ital. di urol., 1934, 11: 311. 


The author reports twenty-five cases of hematuria 
due to lesions in the urinary tract produced by the 
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colon bacillus. In such cases the colon bacillus 
reaches the urinary tract from the intestine by way 
of the blood stream. It may enter the blood stream 
through extremely minute intestinal lesions. Hama- 
turias due to the colon bacillus have no particular 
characteristics which permit their differentiation 
from hematurias due to other causes. In the major- 
ity of cases of colon-bacillus hematuria the lesion 
responsible for the bleeding is in the kidney, but 
not infrequently the bladder is involved either alone 
or with a kidney. 

Hematuria due to the colon bacillus may result 
from the toxins alone, under which circumstances 
the organisms are infrequent in the urine, or may be 
associated with a pure colon-bacillus bacilluria or a 
more or less intense pyuria. The fact that colon 
bacilli often pass through the urinary tract without 
producing a pathological lesion has not been ex- 
plained. It is possible that when this occurs the 
virulence of the organisms is low. 

The pathological changes produced by the colon 
bacillus in the urinary tract vary from a simple renal 
congestion with zones of interstitial nephritis to the 
development of frank suppuration with the forma- 
tion of abscesses in the kidney or bladder. The so- 
called purpura of the bladder mucosa often seen on 
cystoscopic examination may represent such an in- 
flammatory hemorrhagic lesion. 

The diagnosis of colon-bacillus hematuria may be 
difficult. Bacteriological examination of specimens 
of ureteral urine is most important. In general the 
prognosis is favorable. The treatment should be 
directed principally to the intestinal tract, the source 
of the infection. A. Louts Rost, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


McGaw, W. H., and Harbin, M.: The Rdle of Bone 
Marrow and Endosteum in Bone Regeneration. 
An Experimental Study of Bone Marrow and 
Endosteal Transplants. J. Bone & Joint Surg., 
1934, 16: 816. 


Osteogenic properties have been ascribed to all 
portions of bone, but especially cortical bone with or 
without periosteum has been advocated for bone 
transplants. Apparently no one has previously sug- 
gested that marrow tissue alone might be used as a 
free graft to stimulate or hasten osteogenesis. The 
authors resected portions of the fibula with perios- 
teum from the legs of several dogs and transplanted 
curetted fragments of autogenous tibial bone marrow 
into the defects. New bone began to form within 
from six to fourteen days. At sixty days, a medullary 
canal and cortical condensation with fusion to the 
shafts were apparent in the roentgenogram. In con- 
trol fibule in which similar resections were done 
without the use of transplants no bone regeneration 
occurred. Cuester C. Guy, M.D 


Brav, E. A., and Hench, P. S.: Tuberculous Rheu- 
matism. A Résumé. J. Bone & Joint Surg., 
1934, 16: 839. 


The condition discussed by the authors is a form of 
polyarthritis simulating is some cases acute rheu- 
matic fever and in other cases chronic atrophic 
arthritis, but bearing some suggestion that its cause 
may be tuberculosis. Familial tuberculosis asso- 
ciated with visceral tuberculosis, the demonstration 
of Koch bacilli in the synovial fluid and the blood 
stream, positive results of inoculations of guinea pigs 
with joint fluid, and in some cases the presence of a 
typical joint tuberculosis before, coincident with, or 
subsequent to the development of the polyarthritis 
have been considered evidence for the diagnosis of 
tuberculous rheumatism. The condition is thought 
to be due to a tuberculous toxin from a distant focus, 
a filtrable virus, an attenuated form of tubercle 
bacilli, or an allergic reaction. Therefore true tuber- 
cles are not an expected finding and, when present, 
are attributed to a superimposed tuberculous arthri- 
tis rather than to tuberculous rheumatism. Focal 
collections of round cells, plasma cells, and _his- 
tocytes somewhat resembling tubercles and Aschoff 
nodules; isolated instances of necrosis; intimal thick- 
ening and vacuolization of the vessels; and the pres- 
ence of giant cells and endothelial cells have been 
recorded in reports of studies of the synovial mem- 
brane in cases of tuberculous rheumatism. These 
have been interpreted as representing either a transi- 
tion stage between simple inflammatory tissue and 


tuberculosis or an allergic manifestation of the latter 
If typical tuberculous arthritis develops in a joint 
which was previously the site of atrophic polvar- 
thritis the characteristic pathological change may be 
due to transformation within the joint of the virus 
form of infecting agent into virulent tubercle 
bacilli. The virus form is thought to be responsible 
for the “forme ganglionnaire” of tuberculosis in 
guinea pigs, in which inoculation of fluid from a 
patient with atrophic polyarthritis may produce only 
enlargement of regional lymph nodes. Subsequent 
injection of the macerated lymphoid tissue into a 
second ora third guinea pig may lead to the proxuc- 
tion of typical tuberculosis and to the demonstration 
of the presence of Koch bacilli in the viscera of the 
animals. 

A large number of competent investigators do not 
recognize the syndrome of tuberculous rheumatism, 
arguing that there is no adequate clinical metho: of 
identifying it, no consistent roentgenographic, exp cri 
mental, or laboratory evidence of the condition, and 
no consistent demonstration of its supposedly chiar- 
acteristic microscopic pathological changes. 

A statistical study of a series of 150 cases of acute 
rheumatic fever and 250 cases of chronic atrophic 
polyarthritis revealed no significantly higher inci- 
dence of familial tuberculosis or associated visceral 
tuberculosis than that found in a group of 250 contro! 
cases. Of a series of 75 cases in which a diagnosis of 
chronic atrophic polyarthritis was made and the 
pathological characteristics of a single joint were 
determined by microscopic examination of tissue or 
inoculation of guinea pigs, definite tuberculosis was 
found in 8. In the remainder there was no definite 
evidence of an intermediary stage between simple in 
flammation and tuberculosis. In each of the 8 cases, 
tuberculous involvement of the joint was suspected 
prior to examination of tissues or inoculation of 
guinea pigs, but its association with multiple art hiri 
tis was confusing. Further investigation of cases of 
acute rheumatic fever and chronic atrophic poly 
arthritis with regard to tuberculosis as a ciuse 
will be required to determine the acceptance or re 
jection of the syndrome of tuberculous rheumatism 
The authors conclude that, as yet, there is no incon- 
trovertible proof of such an entity. 


Ferguson, A. B., and Howorth, M. B.: Coxa Plana 
and Related Conditions of the Hip. I. Classifi- 
cation and Correlation of These Conditions. 
II. A Study of Seventy-Five Cases of Coxa Plana. 
J. Bore & Joi .t Surg., 1934, 16: 781, 789. 


In the first part of this article the authors discuss 
the classification and correlation of coxa plana, s!ip 
ping of the upper femoral epiphysis, osteochondritis 
dissecans, certain types of chronic degenera' ive 
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arthritis, and a condition not previously identified as 
a clinical entity, to which the name ‘‘coxa magna”’ is 
given. All of these conditions result from a cir- 
culatory disturbance in or adjacent to the head of the 
femur, which is referred to as “‘ischemia.”’ 

In the authors’ cases of coxa plana and related con- 
ditions ischemia was found to be due to the following 
factors: (1) inflammation in the hip joint, (2) inflam- 
mation or tumor adjacent to the joint, usually in the 
neck of the femur, (3) fracture or epiphyseal separa- 
tion in the neck of the femur, (4) trauma to the head 
of the femur, or (5) tension of the soft tissues about 
the neck of the femur. 

The type of condition caused by ischemia at the 
head of the femur depends upon the vulnerability of 
the parts of the hip. In the first decade of life the 
substance of the head of the femur is more suscep- 
tible to the influence of a circulatory disturbance 
than the growth disk, whereas in adolescence, the 
growth disk is more likely to be affected by such a 
disturbance. Vulnerability of a given part of the hip 
occurs two or three years earlier in girls than in boys. 

Ischemia due to inflammation in the hip joint may 
cause coxa plana, slipping of the epiphysis, coxa 
magna, or degenerative arthritis. Coxa plana due to 
such ischemia is the most common type. The onset 
of symptoms occurs between the third and twelfth 
years of age. 

Ischemia due to inflammation or a tumor adjacent 
to the joint may cause coxa plana, slipping of the 
epiphysis, coxa magna, or chronic arthritis. Coxa 
plana from such ischemia occurs usually between the 
fifth and tenth years of age, whereas slipping of the 
epiphysis occurs between the tenth and sixteenth 
years of age. 

Ischemia due to fracture or epiphyseal separation 
at the neck of the femur may cause coxa plana and 
possibly coxa magna. 

Ischemia due to trauma to the head of the femur 
may cause coxa plana or osteochondritis dissecans. 

Ischemia due to tension of the soft tissues about 
the neck of the femur may cause coxa plana and may 
be a contributing factor in ischemia due to fracture 
or epiphyseal separation at the neck of the femur or 
an additional factor, favored by the method of treat- 
ment or immobilization, in conditions arising from 
ischemia of other types. It occurs usually between 
the first and sixth years of age and most often in 
cases of congenital dislocation of the hip in which 
open or closed reduction has been attempted or 
obtained. 

Coxa plana occurring between the ages of three 
and twelve years is variously described in the 
literature as ‘‘coxa plana,”’ ‘“‘ Legg’s disease,” ‘‘ Per- 
thes’ disease,” ‘‘Calvé’s disease,” ‘‘ osteochondritis 
deformans juvenilis,” ‘‘ pseudocoxalgia,”’ and “‘asep- 
tic necrosis of the upper femoral epiphysis.”’ It is 
characterized roentgenographically by flattening of 
the crest of the upper femoral epiphysis with widen- 
ing of the joint space and changes in the density and 
evenness of ossification of the epiphysis and the 
proximal end of the neck of the femur. 
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In the seventy-five cases of coxa plana reviewed 
by the authors the condition followed subacute 
arthritis. Sixty-four (85 per cent) of the patients 
were males. Both hips were involved in eight cases, 
the left hip alone was affected in thirty-six, and the 
right hip alone was affected in thirty-one. 

In twenty-six (46 per cent) of fifty-six patients 
with a history of tonsillar infection, disease of the 
tonsils was found at the time of, or shortly before, 
the onset of the coxa plana. In four patients other 
infections were discovered. Thirty-three per cent 
had had an infection several months before the onset 
of the coxa plana. These facts suggest that infection 
may be a causative factor. 

The age at the onset of the symptoms in the hip 
ranged from three to twelve years. The average age 
was seven years. The onset was between the ages of 
six and ten years in 61 per cent and between the ages 
of three and six years in 26 per cent. Therefore the 
condition began between the ages of three and ten 
years in 87 per cent. Of the cases seen before the 
residual stage, the onset occurred after the age of ten 
years in only three. 

The predominating initial symptoms recalled by 
the patients were limping and pain, each of which 
occurred in more than half of the cases and both of 
which were present in nearly half. Limitation of 
motion was noticed by one-fourth of the patients. 
Disability of consequence was uncommon. 

The course of coxa plana may be divided into three 
stages—the active, the reparative, and the residual. 
Each stage generally begins and ends later in the 
bone than in the soft tissues. 

The active stage is manifested clinically by soft- 
tissue inflammation with pain and limitation of 
motion and roentgenographically demonstrable soft- 
tissue swelling. These manifestations are often ob- 
served before changes in the bone are demonstrable 
roentgenographically or pathologically. 

The reparative stage is characterized clinically by 
soft-tissue healing and scarring associated with a 
decrease in the pain and spasm and an increase in the 
range of motion. Its termination is marked by ab- 
sence of pain and spasm. Ordinarily it is completed 
clinically much earlier than roentgenographically. 

The residual stage is characterized clinically by the 
absence of spasm. It precedes by months or years 
the roentgenographic and pathological residual 
stages which are characterized by the completion of 
repair in the affected bone. Shortening and atrophy 
usually persist. In many cases the patients are able 
to take part in strenuous exercise. 

In the cases reviewed twenty-one hips were ex- 
posed at operation. Six were in the active stage of 
the condition, two in the early stage of repair, and 
the others in the late stage of repair. 

In the active stage the synovial membrane was 
always thickened, soft, fragile, very vascular, and 
often irregular with villus formation. The periosteum 
was usually thickened and cedematous. The capsule 
was usually thickened, slightly oedematous, and 
more vascular than normal. The contour and ap- 
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pearance of the visible portion of the cartilage of the 
femoral head were normal. The synovial fluid was 
not abnormal. Microscopic examination showed 
that the synovial membrane was usually oedematous, 
contained clusters of lymphocytes, and was often 
villous. In most cases the capsule and periosteum 
were chronically inflamed. 

In the hips exposed in the reparative stage the 
synovial membrane was smooth, inelastic, tough, 
thin, ivory-colored, and avascular. The periosteum 
and capsule were scarred and inelastic. The cartilage 
of the head of the femur was flattened in only four 
cases, but in several it had proliferated at the margin 
with the development of a pannus. The cartilage 
was otherwise normal in appearance as far as it could 
be seen without dislocating the hip. On microscopic 
examination the soft tissues were found to be ex- 
tensively scarred and to contain thick-walled vessels 
with small lumina. In several instances there was 
evidence of degeneration in the cartilage from the 
margin of the head. 

Cultures taken from four hips resulted in no 
growth. The Mantoux or von Pirquet test was done 
in twenty-five cases. The results were positive in six, 
doubtful in two, and negative in seventeen. 

Coxa plana is characterized roentgenographically 
by the development of areas of increased density 
within the femoral head followed by irregular ossifi- 
cation and subsequent repair in the previously dense 
areas and accompanied by a decrease in the vertical 
diameter of the affected areas, overdevelopment of 
the cartilage, and broadening of the head and neck 

In the case of a child between the ages of three and 
twelve years who limps and complains of pain in the 
hip, thigh, or knee, the hip should be carefully 
examined for limitation of motion, particularly limi- 
tation of internal rotation and abduction, and for 
spasm and pain at the limits of motion. If the find- 
ings are positive, roentgenographic examination, by 
which the diagnosis of coxa plana can almost always 
be established, is indicated. 

The general treatment of coxa plana should in- 
clude the elimination of foci of infection and 
treatment of active infections that may arise. 

In the early or active stage the primary essential 
in the treatment is rest and relief from weight-bear- 
ing. Asa rule, rest is best obtained by keeping the 
child in bed without traction or a brace. However, in 
the presence of acute pain and spasm, simple ad- 
hesive or anklet traction may be used for a short 
time for their relief. When necessary, it may be 
employed also for restraint. As a rule, however, 
traction should be avoided if possible. The authors 
advise against the use of casts, and particularly 
against the use of traction braces, because, while 
they provide rest, they favor subsequent limitation 
of motion. Rest should be maintained as long as 
definite pain on motion and spasm persist and until 
roentgenographic examination indicates that repair 
has progressed sufficiently for the ossified femoral 
head to support the articular cartilage on weight 
bearing. Stretching and forcible manipulation should 


not be done in either the active or the reparative 
stage. 

The authors describe the technique of the drilling 
operation. In fifteen hips in which this was done 
repair in the bone began immediately, no new areas 
of increased density developed, the reparative stage 
was greatly shortened, and the clinical condition was 
improved. The hip may become perfectly normal 
clinically and roentgenographically, a result which 
has not been observed in patients not operated upon 
except in abortive cases. 

The drilling operation is as yet experimental and 
its value has not been fully determined. It is techni- 
cally difficult and associated with the possibility of 
serious damage to the hip. However, if it is properly 
performed when the inflammation in the hip is not 
too active, it will hasten repair and prevent further 
deformity of the head of the femur. 

In the reparative stage, no treatment is indicated. 
Activities which would cause a severe wrench to the 
hip—such as jumping from a height, skating, and 
playing football—should be prohibited. If there is 
much limitation of motion, rest in bed for two or 
three months should be tried. 

In the residual stage, treatment should be directed 
only at the result of the disease. It may consist of 
subtrochanteric osteotomy, reconstruction, arthro 
plasty, or exercises. Norman C. Buttock, M.D. 


SURGERY OF THE BONES, JOINTS, 
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Bozsan, E. J.: A New Attempt at Treatment of 
Chronic Osteomyelitis. J. Bone & Joint Surg, 
1934, 16: 895. 


Bozsan states that an area of aseptic bone necrosis 
anywhere in the body may be successfully treated 
by connecting the necrotic segment with an adjacent 
living segment of bone by drill channels. Good re- 
sults have been obtained by this treatment in 
Legg-Calvé-Perthes disease, osteochondritis disse 
cans, Osgood-Schlatter disease, intracapsular frac 
tures of the neck of the femur, and slipping and 
slipped upper femoral epiphyses. In all of these con- 
ditions aseptic bone necrosis is the main feature. 

The observations of Axhausen, Phemister, Santos, 
Freund, and Cordes have demonstrated definitely 
that the chief factor in the spontaneous healing pro 
ess of aseptic bone necrosis brought about by an 
cause is a substitution of living bone for the necrotic 
bone which is effected by the slow penetration of 
tissue elements and capillaries of the adjacent living 
bone. The drilling of channels into the necrotic area 
opens broad avenues favoring this invasion by new 
vessels. Bozsan reports a case of aseptic bone necro 
sis illustrating its effectiveness. 

In comparing the characteristics of aseptic bone 
necrosis and necrosis of bone following septic proc 
esses such as suppurative osteomyelitis, Bozsan 
found that, in the last analysis, there is no difference 
between them. Because of this finding and because 
the natural healing process in both aseptic and septic 
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necrosis appears to be analogous, he concluded that 
septic necrosis might respond favorably to the treat- 
ment found effective in aseptic necrosis. He there- 
fore attempted to induce substitution and revitaliza- 
tion of necrotic areas of bone in chronic osteomyelitis 
by connecting the involved areas with living bone 
segments by saw cuts and drill channels. He reports 
his first two cases in which this procedure was carried 
out. When the patients were re-examined one and 
three-quarters years and one year after the opera- 
tion, respectively, the result was found to be success- 
ful. Norman C. Buttock, M.D. 


Delchef, J.. and Roudil, G.: The Treatment of 
Spastic Paralyses (Le traitement des paralysies 
spasmodiques). Rev. d’orthop., 1934, 41: 434. 


The authors review at length the various methods 
of treatment used for spastic paralyses, surgical and 
non-surgical. They note that the most common 
cause of spastic paralysis is intra-uterine infection, 
chiefly syphilitic, and obstetrical trauma. Children 
with spastic paralysis tend to show spontaneous im- 
provement. This should be aided by re-education by 
exercise, massage, and physical therapy. These meas- 
ures are the indispensable basis of any form of treat- 
ment. Cases of spastic paralysis should be treated by 
those especially trained for the work. 

In the milder cases treated from the beginning, re- 
education and physical therapeutic measures, com- 
bined with anti-syphilitic treatment and sedatives as 
indicated, are sufficient. In some cases with marked 
motor incoordination the use of suitable orthopedic 
apparatus facilitates re-education. In cases of longer 
duration with established deformity the use of or- 
thopedic apparatus should be supplemented by such 
operative measures as lengthening of muscles, tendon 
and nerve resection, or tendon transplantation, 
especially on the upper extremities, and surgical cor- 
rection of bony deformities. In severe cases in which 
spastic phenomena are marked and those complicated 
by choreo-athetosis or spasmodic torticollis an opera- 
tion such as nerve-root resection or ramisection is 
indicated. In the treatment of any case the measures 
must be carefully chosen and wisely combined. Both 
pessimism and too great optimism as to the final out- 
come must be avoided. Atice M. MEYERs. 


Bosworth, D. M.: Autogenous Bone Pegging for 
Epiphysitis of the Tibial Tubercle. J. Bone & 
Joint Surg., 1934, 16: 829. 

The author reports four cases in which autogenous 
bone pegging of the tibial tubercle was done for 
epiphysitis which did not respond to conservative 
treatment. In this procedure a skin incision is car- 
ried downward over the lower third of the liga- 
mentum patella and tibial tubercle and then ex- 
tended medially downward. The periosteum is split 
and laid back. Two match-stick bone pegs 4 cm. 
long are cut with-an electric saw. The central cut 
divides the two pegs and slants obliquely so that 
each peg is larger at its base than at its tip. Two 
holes are drilled—one, close to, but not touching the 
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proximal tibial epiphyseal plate and slanting slightly 
upward and outward, and the other distal to the 
plate and slanting slightly upward and inward. The 
pegs are then driven in so that they set snugly and 
the projecting ends are cut off. After the operation 
the leg is immobilized in a long plaster boot for two 
and a half weeks. At the end of that time walking is 
permitted. The author has found that in cases of 
epiphysitis of long standing such treatment results in 
healing and ossification of the tubercle. 
RoBertT C. LONERGAN, M.D. 


Adamesteanu, C.: The Static Conditions of the 
Foot After Astragalectomy (Les conditions sta- 
tiques du pied aprés l’astragalectomie). Rev. 
d@’orthop., 1934, 41: 485. 

Astragalectomy was first practiced by Fabricius de 
Hilden in the sixteenth century. The functional re- 
sults of the operation are in general not entirely satis- 
factory. There are three points at which the tibia 
may be mortized into the tarsus to form a new 
tibiotarsal joint: behind, above, and in front of the 
sustentaculum tali. 

In a study of the statics of the foot according to 
the rules established by Destot, the author found 
that, according to those rules, the retrosustentacular 
operation is followed by talipes calcaneus; the supra- 
sustentacular operation, by slight talipes calcane- 
ovalgus, the presustentacular operation, by no dis 
turbance of transverse equilibrium but by a slight 
tendency toward equinus. Clinically, however, there 
are factors that alter these rules which were estab- 
lished by studies on the cadaver. In a study of 
clinical cases the author found that the retrosus- 
tentacular operation caused talipes cavus and the 
suprasustentacular operation slight talipes cavus 
and varus, whereas after the presustentacular opera- 
tion the position and function of the foot were prac- 
tically normal. 

To obtain the best results from the presustentacular 
operation some modifications should be made in the 
classical procedure. Section of all of the ligaments 
inserted at the tips of both malleoli is absolutely 
necessary, and sometimes also section of the poste- 
rior part of the capsule. The inner and lower border 
of the joint surface of the scaphoid should be re- 
moved with bone forceps to permit firmer fixation of 
the bone in the mortise, and the peroneus tendons 
should be replaced in front of the external malleolus. 

AuprEY Goss Morcan, M.D. 


FRACTURES AND DISLOCATIONS 


Bancroft, F. W.: The General Question of the 
Emergency Treatment of Fractures. Ann. 
Surg., 1934, 100: 843. 


The author presents a brief résumé of the work 
done by the Committee on Fractures of the Ameri- 
can College of Surgeons. This Committee functions 
through three main agencies: the annual meeting of 
the American College of Surgeons, where a fracture 
symposium is held; the annual meeting of the Gen- 
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eral Committee on Fractures, at which the reports 
of sub-committees are presented; and regional 
groups. By these means adequate first-aid methods 
for the handling of fractures are being taught not 
only to doctors and medical students, but also to 
boy scouts, undertakers, and police and fire depart- 
ments and an attempt is made to reduce the period 
of disability and economic loss in cases of fracture. 
BARBARA B. Stimson, M.D. 


Santi, E.: Fractures of the Upper Extremity and 
the Shaft of the Humerus in Childhood 
(Le fratture dell’estremo superiore e della diafisi 
dell’omero nell’infanzia). Clin. chir., 1934, 10: 648. 


The author presents a detailed analysis of fractures 
of the upper extremity and the diaphysis of the hu- 
merus in childhood based on statistics from the 
Children’s Surgical Clinic of the University of 
Florence over a period of twenty years. Of 2,222 
fractures seen in the period from 1909 to 1933, 465 
were fractures of the humerus. Thirty-eight of the 
latter involved the upper extremity, 64 the diaphysis, 
and 363 the lower extremity. Santi discusses the 
mechanism, pathological anatomy, symptoms, and 
differential diagnosis of fractures of the upper ex- 
tremity of the humerus. As treatment he advocates 
vertical or horizontal traction with weights main- 
tained for from fifteen to twenty days and followed 
by muscle re-education. He discusses epiphyseal 
separations, fractures of the diaphysis, and obstet- 
rical fractures in somewhat less detail. 

BARBARA B. Stimson, M.D. 
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Soto-Hall, R., and Haldeman, K. O.: The Treat- 
ment of Fractures of the Carpal Scaphoid. /. 
Bone & Joint Surg., 1934, 16: 822. 

Isolated fractures of the carpal scaphoid are of 
three types. The most common is an entirely intra 
articular fracture occurring through the middle of the 
body or neck. The next most common is an extra 
articular avulsion fracture of the tuberosity which 
heals with bony union in five or six weeks. The least 
common is a fracture associated with severe com 
minution and deformity. 

Recent fractures of the carpal scaphoid should be 
treated by fixation with the wrist in extension of 
from 30 to 40 degrees and complete radial flexion an« 
with inclusion of the thumb in the position of exten 
sion and abduction. The immobilization should be 
maintained for a minimum of from seven to nine 
weeks, but with liberation of the thumb at the end 0! 
five weeks. For cases of long-continued non-union 
the authors advocate the drilling of multiple holes 
through both fragments. The postoperative treat 
ment should be the same as for fresh fractures. (/{ 
seven cases treated in this manner, bony union re 
sulted in five. For fractures with marked comminu- 
tion and deformity the authors advise complete exci 
sion of both fragments. They believe that after total 
removal it is essential to immobilize the wrist in com 
plete ulnar flexion for at least five or six weeks to 
allow the cavity to become filled with strong cicatri 
cial tissue and to permit the ligamentous and mus- 
cular structures to obtain proper attachment. 

BARBARA B. Stimson, M.D. 
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BLOOD VESSELS 


Dixon, O. J.: Experimental Studies in Vascular Re- 
pair. J. Am. M. Ass., 1934, 103: 1129. 


he author concludes from experimental observa- 
tions that in injuries of the sigmoid sinus the intra- 
venous use of a strip of viable sternocleidomastoid 
muscle is the best means available for the control of 
hamorrhage and may be expected to be followed by 
recanalization with complete restoration of the func- 
tion of the sigmoid sinus as a blood carrier. 

J. THORNWELL WITHERSPOON, M.D. 


Gilbert, R., and Babaiantz, L.: Roentgen Therapy 
of Vasomotor Disturbances of the Extremities 
(La roentgenthérapie des troubles vaso-moteurs des 
extrémités). Rev. méd. de la Suisse Rom., 1934, 54: 
725- 

lor the treatment of vasomotor disturbances of 
the extremities the authors recommend roentgen ir- 
radiation of the sympathetic nerves in addition to 
other forms of therapy. They review reports of the 
results of roentgen irradiation of the sympathetic 
and parasympathetic nerves in clinical practice and 
experimental investigations. This treatment has 


been used for neuralgia, pruritis, and dermatitis. In 
experimental studies it has been found that the 
excitability of the nerves and the tone and motility 


of the capillaries can be altered. In the authors’ 
opinion the results are best explained by the as- 
sumption that the roentgen therapy is neither con- 
stantly vasoconstricting nor constantly vasodilating 
in its action, but may be either one or the other, 
depending on which effect is necessary for restora- 
tion of the proper balance of the disturbed vaso- 
motor reflexes. The dosage required is small. The 
authors call the described irradiation “functional” 
or “indirect” irradiation to differentiate it from the 
direct irradiation used in the treatment of neo- 
plasms which aims at the destruction of cells. Two 
general methods are used: (1) irradiation of the 
sympathetic trunks in the cervical or lower dorso- 
lumbar region or of the peripheral branches in the 
axilla, groin, or popliteal space, and (2) irradiation 
of the suprarenal regions and the adjacent ganglia. 
The authors present a table based on 5 reports cover- 
ing a total of 155 cases of vascular disturbances of 
the extremities of many kinds (Buerger’s disease, 
Raynaud’s disease, gangrene of all types, eryth- 
romelalgia, acrocyanosis, and trophic disturb- 
ances). The number of patients cured or benefited 
ranged from 60 to 096 per cent. 

The technique of-the irradiation varies. In gen- 
eral, semi-penetrating rays moderately filtered with 
from 2 to 5 mm. of aluminum are used for the 
peripheral nerves and similar rays filtered with 0.5 


mm. of copper are used for the nerve trunks. The 
total dose varies from 500 to 800 r spread over from 
two to three weeks and averaging 175 r per treat- 
ment per field. Such a series of irradiations may be 
repeated after an interval of two of three weeks. 
As a rule, irradiation of nerve trunks is done first 
and if amelioration of the symptoms is slow, periph- 
eral irradiation is done. For the upper extrem- 
ities the irradiation is given over the cervical spine 
and the first and second dorsal vertebra, generally 
through 2 lateral portals. For the lower extremities 
it is given from the tenth dorsal to the first lumbar 
vertebra over an area 12 cm. wide on each side of 
the midline. 

The authors state that they have tried the method 
in rr cases (3 additional cases are added in a foot- 
note). Six cases are not reported in detail for various 
reasons (failure of follow-up, death, treatment given 
too recently, patient admitted to the hospital in 
extremis). The remaining 5 cases included 1 case 
each of obliterating arteritis, circulatory disturb- 
ances with painful cramps and gangrene, senile 
gangrene of the heel, trophic ulcer of the foot, and 
diabetic gangrene. All were treated by irradiation of 
the suprarenal region, and in all a cure or marked 
improvement resulted. Photographs of 2 patients 
showing healing are presented. The article has an 
extensive bibliography. Max M. ZInNINGER, M.D. 


Carlson, H. A.: Obstruction of the Superior Vena 
Cava: An Experimental Study. Arch. Surg., 
1934, 29: 669. 

In experiments on dogs the author obstructed the 
superior vena cava above, below, and including the 
azygos vein to determine the tolerance of the ani- 
mals to such obstruction, to measure its effects on 
the venous and arterial pressure, and to note the 
collateral circulation. 

He found that the dogs tolerated obstruction 
above the azygos vein, but that, particularly when it 
was produced in one stage, they did not tolerate 
obstruction below the vein. Immediately after the 
obstruction of the superior vena cava, marked cyano- 
sis of the upper part of the body resulted. This dis- 
appeared gradually in about twenty-four hours as the 
collateral circulation developed. Eventually the col- 
lateral circulation compensated for the obstruction 
and the animals appeared normal. The paths of col- 
lateral circulation are described in detail. When the 
obstruction was above the azygos, the azygos and its 
branches formed the chief trunk for the return of 
blood to the heart from the upper part of the body 
and the lower abdominal collateral veins were not 
very important. When the obstruction included the 
azygos vein, the superficial and deep abdominal 
vessels and the vertebral plexus were of much 
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greater importance. As the azygos was blocked, the 
blood returned to the heart through the inferior 
vena cava. The renal and internal spermatic veins 
are more important in man than in animals. 

The venous pressure was increased as a result of 
the obstruction, but as the collateral circulation was 
established it returned to normal. Immediately 
after the obstruction the arterial pressure dropped to 
a shock level. Carlson believes that these changes 
are probably of not much clinical significance because 
in clinical cases the occlusion usually occurs slowly. 

CLARENCE C. REED, M.D. 


Herrmann, L. G., and Reid, M. R.: The Conserva- 
tive Treatment of Arteriosclerotic Peripheral 
Vascular Diseases. Ann. Surg., 1934, 100: 750. 


Herrmann and Reid analyze seventy-five unse- 
lected cases of arteriosclerosis obliterans in which 
they used Pavaex therapy (passive vascular exercises 
consisting of rhythmic alternation of negative and 
positive pressures about the affected extremity or 
extremities). They found that four complete cycles 
(from atmospheric pressure to positive pressure to 
negative pressure and back again) of alternating 
pressure from a negative pressure of about 80 mm. 
to a positive pressure of from 20 to 40 mm. of mer- 
cury will bring about the greatest increase in the 
arterial circulation with the least damage to the 
tissues of the extremity. In one complete cycle of 
fifteen seconds positive pressure is used for five 
seconds and negative pressure for ten seconds. The 
frequency and length of the treatments depend 
entirely upon the urgency of the condition, varying 
from three to seven hours a week to from four to 


eight hours a day. 

Of the patients whose cases are reviewed, thirty- 
three (44 per cent) reported that they had been com- 
pletely relieved of their major symptoms, and thirty 
(40 per cent) reported that they had been greatly 


benefited. In the cases of four patients who had 
definite gangrene of the foot when they were admit- 
ted to the hospital the gangrene was limited by the 
treatment and sufficient collateral arterial circula- 
tion developed to permit amputation through the 
foot with prompt postoperative healing of the 
wound. Eight (10.67 per cent) lost their extremities 
because an adequate collateral circulation could not 
be established by the Pavaex treatment. 

The benefits of the treatment were least obvious 
in patients with extensive obliteration of the arteri- 
olar bed of the feet and most striking in those in 
which the pathological changes were limited prin- 
cipally to the major or secondary arterial pathways, 
especially those with rapid occlusion of the artery by 
embolism, trauma, surgery, or thrombosis. 

ELIZABETH M. CRANSTON. 


Barnard, W. G., and Burbury, W. M.: Gangrene of 
the Fingers and Toes in a Case of Polyarteritis 
Nodosa. J. Path. & Bacteriol., 1934, 39: 285. 


The main feature of the case reported, that of a 
girl eight years old, was the condition of the ex- 
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tremities, which presented a patchy, purplish dis- 
coloration. The discoloration was most marked in 
the fingers and toes, where it was very dark, but 
occurred also in the elbows, knees, forearms, and 
legs. Examination revealed also a generalized ten- 
derness in the muscles and a slight effusion in both 
knee joints. The radial and dorsalis pedis arteries 
were not palpable. During the course of the disease 
the discoloration of the extremities extended until 
all of the fingers and toes were quite black and pre- 
sented a shrivelled appearance suggestive of (ry 
gangrene. The backs of the hands and feet became 
purplish and slightly oedematous. Before the child 
died, three months after her admission to the hos 
pital, the color appeared to fade slightly. Death 
occurred in convulsions. The blood examinations 
showed an increase in the leucocytes from 59,000 to 
86,000, and from 78 to 80 per cent of polymorphio 
nuclears. 

‘Postmortem examination disclosed arterial chanyes 
which ranged from necrosis of patches of hyper 
trophied intima to necrosis of the greater part of the 
wall of an artery and from slight inflammatory iniil- 
tration to an inflammatory lesion of great severity. 
The radial artery was found filled by a thrombus. 
Its intima was greatly swollen partly by oedema and 
partly by multiplication of its cells, and its media was 
oedematous and partly necrotic. The pulmonary 
arteries showed comparatively little pathological 
change. The authors regard this fact as of signiti- 
cance because the arteries most commonly affected 
in polyarthritis are the muscular arteries. They 
suggest that it may give some clue to the cause of the 
disease. The characteristics of the lesions led them 
to conclude that the condition may be a virus or an 
allergic rather than a bacterial disease. 

MINAS JOANNIDES, M.1) 


Vance, B. M.: Thrombosis of the Veins of the 
Lower Extremity and Pulmonary Embolism as 
a Complication of Trauma. Am. J. Surg., 1034, 
26: 19. 

Vance discusses the incidence of thrombosis of the 
veins of the lower extremities and pulmonary em))o- 
lism in cases of trauma collected from the Office of the 
Chief Medical Examiner of New York City. 

The injuries were the common injuries sustained 
in large cities. Seventy-two per cent were due to 
automobile accidents. The lesions varied in severity 
from severe fractures of the pelvis or the shaft of the 
femur to mere contusions and abrasions of the ex- 
tremities. 

The interval which elapsed between the occur- 
rence of the trauma and sudden death from pul- 
monary embolism varied from four to fifty-four davs. 
The average interval ranged from ten to twenty-four 
days. This indicates that the influence of the trauma 
on the production of the thrombosis and the em)o- 
lism was not similar in every case. 

Of ninety-two cases in which the trauma involved 
the bones and soft parts of one of the lower extremi- 
ties, thrombosis was found in the veins of the corre- 
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sponding lower extremity in thirty-two. In fourteen, 
no thrombus could be found. Of fourteen cases of 
injury in which some other part of the body besides 
ihe lower extremities was involved, thrombosis of 
the femoral vein was found in nine. These figures 
suggest that a traumatic lesion near the femoral vein 
or its tributaries has an influence on the production 
of thrombosis in that vein. However, a similar 
thrombosis occurred in the femoral veins in cases of 
injury not involving the lower extremities, in which 
the influence of the trauma must have been more 
remote. Moreover, femoral vein thromboses and 
fatal pulmonary embolism occurred in non-trau- 
matic cases of all kinds. Therefore the basic cause 
must be some factor other than physical injury. 

Microscopic investigation of the thrombosed veins 
of the lower extremity, both in the traumatic and 
the non-traumatic cases, disclosed that in almost all 
instances a phlebosclerosis, a subacute phlebitis, or a 
periphlebitis of greater or less degree was present. 
In many cases these lesions probably antedated the 
trauma. In others, the effects of the trauma, whe- 
ther general or local, probably precipitated the in- 
flammation and produced an aseptic thrombosis 
which eventually resulted in the fatal pulmonary 
embolism. 

It is evident that thrombosis of the veins of the 
lower extremity followed by pulmonary embolism 
must be considered by the surgeon as a possible com- 
plication of fractures and other traumatic lesions, 
especially in individuals who have reached middle 
age. The development of the thrombosis is insidious. 
The patient seems to be on the road to recovery 
when, without warning, the pulmonary embolism 
develops and death occurs suddenly in an attack of 
acute asphyxia. 

Deaths from pulmonary embolism are responsible 
for many interesting medicolegal tangles, especially 
in accident cases. There is always a difference of 
opinion with regard to the part played by the trauma 
in the development of the complication. Obviously a 
bruise of the leg is a less serious injury than a frac- 
ture of the lower third of the shaft of the femur, but 
both types of injury may be followed by pulmonary 
embolism. In the author’s opinion the trauma pre- 
cipitates the process, but the basic cause is a diseased 
or injured vein in the lower extremity. 

Jacop M. Mora, M.D. 


BLOOD; TRANSFUSION 


Judin, S. S., and Skundina, G.: The Problem of 
Cadaver-Blood Transfusion (Das Problem der 
Leichenbluttransfusion). Wien. med. Wehnschr., 
1934, 2: 817. 

The cases reviewed were treated at the Emergency 
Institute at Moscow. The conditions consisted 
chiefly of injuries from street accidents, acute gastro- 
intestinal hemorrhages, and abdominal pregnancies. 
On account of the great number of blood transfusions 
which were necessary it was difficult, and sometimes 
impossible, to secure living donors for all cases. The 
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idea of using cadaver blood was based on the animal 
experiments carried out by Schamov in 1928. The 
Emergency Institute proceeded cautiously in this 
direction. Experiments with regard to the viability 
of the blood were undertaken first. The transference 
of oxygen was studied according to the method of 
Barcroft. It was found that, in animals, this was 
possible by means of cadaver blood as well as by 
means of living blood. The authors report an ex- 
periment performed on a dog in which an amount 
of blood equal to 50 per cent of the body weight 
was withdrawn. Despite injections of sodium chlo- 
ride solution the animal’s condition became pro- 
gressively worse. After the transfusion of cadaver 
blood complete recovery resulted and there was an 
increase in the erythrocytes and hemoglobin. 

Only the blood of persons who had succumbed to 
street accidents, angina pectoris, and other factors 
causing sudden death was used. Blood from ca- 
davers with crushed limbs, intestinal wounds, and 
severe cranial injuries, and from the bodies of per- 
sons who had been drowned was not used. Before 
any cadaver blood was transfused a complete au- 
topsy was done to rule out the presence of chronic 
diseases such as tuberculosis, syphilis, and tumors. 
The greatest length of time that was allowed to 
elapse after death before the blood was withdrawn 
was six hours. The method of blood withdrawal 
was important. An incision was made in the internal 
jugular vein and a glass cannula with rubber tubing 
was inserted. With the cadaver in the Trendelen- 
burg position the blood flowed freely. 

Investigation showed that the blood came only 
from the superior and inferior vena cave. The 
average amount obtained was about 11% liters. The 
blood was led into sterile flasks where it was mixed 
with sodium citrate. It was then kept on ice in 
dark flasks. Ice retards the proteindecomposition 
and the exclusion of light preserves the colloids. 
Hemolysis began only after thirty days. On the 
average, the blood was used up to three weeks after 
it had been bottled, but even when it was older it 
caused no deleterious reactions. 

The blood was tested to make sure that it was 
free from bacteria. A Wassermann test was made 
and the serum reactions and blood groups were de- 
termined. 

To date, the Emergency Institute has performed 
350 blood transfusions with cadaver blood. The 
advantage of this method is that 1,000 c.cm. of 
blood or more can be given, which is impossible 
when a living donor is used. The reactions were in 
no way different from those with living blood. Re- 
actions occurred in 21 per cent of the cases. There 
were 5 severe complications (2 cases of hemolysis, 
1 of septic phlegmon at the site of venesection, 1 of 
anaphylactic shock from repeated transfusion, and 
1 of air embolism). 

The method was used particularly in cases of 
severe gastro-intestinal hemorrhage to prepare the 
patient for operation or to render operation possible 
in doubtful cases without delay. By means of it, 
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70 per cent of the patients were saved. Several 
cases are reported. The method was used also for 
shock. The mortality from shock in the Emergency 
Institute was high. By means of cadaver-blood trans- 
fusions 50 per cent of 100 patients were saved. How- 
ever, it was necessary to use very large quantities 
of blood (from 1,000 to 1,500 c.cm.) before and after 
the operation and sometimes during the operation. 

It was notable that in some of the patients with 
gastro-intestinal hemorrhage and some of those with 
shock the hemoglobin content of the blood had 
fallen to from 15 to 21 per cent. 

Cadaver-blood transfusions were given also in 44 
cases of carcinoma with the result that in some of 
them the patient was rendered operable. 

(FRANz). Puttrp SHaprro, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Teneff, S.: Experimental Studies of the Healing of 
Wounds, New Formation, and Autoplastic 
Transplants of Lymph Nodes (Recherches ex- 
périmentales sur la guérison des plaies, sur la néofor- 
mation, et sur les greffes autoplastiques des gang- 
lions lymphatiques). Lyon chir., 1934, 31: 540. 

From experiments on guinea pigs, the author 
draws the following conclusions: 

1. Wounds of lymph nodes heal by the formation 
of a connective tissue scar which never disappears 
and is never replaced by normal lymphatic tissue. 

2. Where all of the lymph nodes have been extir- 
pated new lymph nodes may sometimes appear after 
a certain length of time. These lymph nodes repre- 
sent, in general, a hypertrophy of rudimentary 


lymph nodes present in those regions or, possibly, in 
very exceptional cases, a hypertrophy of adipose and 
lax connective tissue. 

3. Autoplastic transplants of complete lymph 
nodes with their capsules never “take.”” Autoplastic 
transplants of lymph nodes without capsules survive 
for a certain length of time, but eventually disappear 


completely. 


Desjardins, A. U.: The Etiology of Lymphoblas- 
toma. J. Am. M. ASs., 1934, 103: 1033. 


AARON S. SCHWARTZMAN, M.D. 


The exact character of the pathological conditions 
collectively designated by the term ‘“lymphoblas- 
toma” still eludes the physician. Although these 
conditions have been the object of extensive study, 
pathologists are still far from agreement regarding 
the essential and differential characteristics of Hodg- 
kin’s disease and lymphosarcoma. Some of them 
regard these conditions as essentially malignant and 
as different phases of the same process, while others 
insist that Hodgkin’s disease is an entity quite 
distinct from lymphosarcoma. 

First of all it is essential to consider the immediate 
cause. On two previous occasions Desjardins has 
suggested that the factor immediately responsible 
for lymphoblastomatous hyperplasia of the lymphoid 
structures is chronic infection. This infection may 
be tuberculous, pyogenic, or syphilitic. In fact, its 
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type is of little consequence provided the infectious 
element is present for a sufficiently long time. The 
duration of the infection may vary considerably in 
different patients. If the history of the patient’s 
physical ailments is carefully and persistently in- 
quired into, evidence of infection of long standing 
will be obtained in the majority of cases. However, 
if the historical inquiry is to yield the desired in 
formation it must be pursued with method. 

Of particular significance is Desjardin’s observa 
tion that the chronic infection has invariably affecte« 
a part of the body drained by the group of lymph 
nodes which first gave indications of lymphoblas 
tomatous hyperplasia. The practically constant as 
sociation of infection and primary lymphadeno; 
athy in the same region and on the same side of 
the body can hardly be regarded as a coincidenc: 
If this association were the result of chance, the 
anatomical relationship would not be so consistent 

A definite and unquestionable history of chronic 
infection in a region drained by the nodes first 
affected with lymphoblastoma cannot always be 
obtained. Failure is especially prone to occur in 
the cases of farmers or laborers who are obliged 1 
work hard and steadily and who pay little attention 
to what they regard as minor ailments; patients 0 
limited intelligence; and patients in whom the ear! 
manifestations of lymphoblastoma have been con 
fined to the abdomen. Unless fairly pronounced, 
infection of abdominal structures, such as chole 
cystitis, ureteritis, or pyelonephritis, may not attract 
the patient’s attention. Chronic infection therefore 
appears to the author to be the immediate cause 
not only of Hodgkin’s disease and lymphosarcoma 
but also of the various forms of leukemia. How- 
ever, even if this etiological relationship is undeni- 
able, a predisposing factor is required to provide a 
suitable background for the immediate cause. Such 
an additional and essential element is probably to 
be found in a hereditary predisposition or tendenc\ 
of the lymphoid tissue to react in a certain way to 
various noxious influences. Desjardins reports 
few cases encountered within a limited period. 

In conclusion he says that if chronic infection is 
the immediate cause of lymphoblastoma, as he as 
sumes, it behooves the physician actively to com 
bat infection wherever it may appear and by ever\ 
means in his power to prevent such infection from 
becoming, so to speak, endemic. Patients should 
not be allowed to harbor indefinitely teeth, tonsils, 
or a gall bladder or other structures that are infecte:! 
The importance of this conclusion is all the greater 
when the ancestors of the patient are known to have 
suffered from lymphoid disturbances. 


Brunschwig, A., and Kandel, E.: A Correlation of 
the Histological Changes and Clinical Symp- 
toms in Irradiated Hodgkin’s Disease and 
Lymphoblastoma Lymph Nodes. Radiolo.., 
1934, 23: 315. 


In a brief presentation of their views of the 
etiology and genetic relationship of Hodgkin’s <is- 
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ease, lymphosarcoma, and the leukemias the authors 
call attention to the difficulty sometimes experienced 
in the differentiation of these conditions and the 
fact that some cases show a close relationship and 
progressive transition from one to the other. They 
prefer to limit the application of the term “lympho- 
blastoma”? to lymphosarcoma and the lymphatic 
leukaemias. 

\lthough irradiation is generally admitted to be 
the treatment of choice for this group of lymphoid 
neoplasms, experience has shown that, with few 
exceptions, it is only palliative. With the view to 
determining the reason for the failure of irradiation 
therapy to eradicate the disease, the authors made 
an intensive study of a number of cases, correlating 
the clinical history and the histological findings. As 
a control for the changes noted, they investigated 
the effect of irradiation of normal lymph nodes 
demonstrated by Ewing, Quick, and Cutler. Such 
nodes are not sclerosed by extensive irradiation but, 
in fact, are quite resistant and even undergo hyper- 
plasia, the germinal follicles becoming prominent 
and presenting numerous mitotic figures. 

From the findings of the study reported it was 
apparent that irradiation of Hodgkin’s lymph nodes 
results in a widespread replacement of the cellular 
tissue by dense sclerosis. In no instance, however, 
was there complete disappearance of the neoplastic 
tissue. Beneath the capsule or within the central 
portion of the sclerotic node there were surviving 
small scattered masses which proliferated and infil- 
trated the surrounding sclerotic areas after a latent 
period and resulted in recurrence. 
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Since each node received practically the same 
irradiation throughout, the persistence of small 
amounts of neoplastic tissue indicates a difference 
in radiosensitivity within that tissue. This will 
explain the apparent increase in radioresistance of 
each recurrent enlargement, since in such recurrences 
the neoplastic tissue is derived from proliferation of 
the more radioresistant cells. 

The clinical improvement coincided with the 
sclerosis of the nodes, and the recurrence of general 
symptoms corresponded to proliferation of the neo- 
plastic tissue after the initial sclerosis of the node. 

If, as has been maintained, Hodgkin’s disease 
affects the entire reticulo-endothelial system from 
the beginning, little more than palliation can be 
expected from irradiation therapy. On the other 
hand, if the process is at first local and if the involved 
group of lymph nodes is discovered early on physi- 
cal examination, intense local irradiation with the 
object of sclerosing the lymph nodes completely may 
offer a possibility of arresting the process. 

While in the chronic cases of lymphoblastoma it 
was found possible to reduce the enlarged nodes to 
normal size, biopsy revealed that the small post- 
irradiation nodes were not sclerotic but as cellular 
as the initial growth, containing large numbers of 
viable tumor cells. In the two cases of lymphoblas- 
toma reported in which moderate diffuse sclerosis 
occurred, the clinical course indicated that the 
progress of the disease was not very favorably 
influenced by such changes. From the histological 
standpoint, lymphoblastoma is more radioresistant 
than Hodgkin’s disease. Apoipu Harrunc, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Bela, H.: Statistics on Thrombosis Covering a Pe- 
riod of Twenty Years (20 Jahre Thrombosen- 
statistik). Arch. f. path. Anat., 1934, 292: 629. 

The author reviews statistics on thrombosis cov- 

ering the twenty-year period from 1913 to 1933. 

These statistics are especially valuable because they 

were based on Poll’s mathematical system of com- 

pilation. Of a total of 6,581 autopsies, venous 
thrombosis was found in 926 and pulmonary em- 
bolism in 640. In the period from 1915 to 1919 the 
total number of thromboses decreased about 22 per 
cent, and in the period from 1919 to 1928 it increased 
about 12 per cent. In females the decrease was 
somewhat greater and the increase was somewhat 
smaller. The 640 pulmonary emboli were almost 
equally divided between the sexes. However, it 
was noteworthy that in the females the maximum 
incidence of embolism was reached a year before the 
maximum incidence of thrombosis, whereas in the 
males the incidence of embolism reached its maxi- 
mum at the same time as the incidence of throm- 
bosis. The average age of the subjects of thrombosis 
and embolism considered together was forty-seven 
and six-tenths years. The average age at which 
thrombosis occurred was fifty-seven and eight-tenths 
years, and the average age at which embolism oc- 
curred, sixty and six-tenths years. Sixty-two and 
two-tenths per cent of the thromboses occurred in 
the femoral veins. If the pelvic veins are included 
with the latter, this venous region was involved in 
about 80 per cent of the cases. Both sides of the 
body were involved with equal frequency. All of 
the thrombi and emboli originated in the veins of 
the greater circulation. In only 1 case did an em- 
bolus originate in the pulmonary artery and pass 
from the left auricle through a patent foramen ovale 
into the right auricle. The right pulmonary artery 
was involved by emboli more often than the left. 

In cases of smaller emboli the lower lobes of the 

lungs were more frequently involved than the upper 

lobes. Inflammation was found to be the cause of 
thrombosis and embolism in 25 per cent of the cases. 

This percentage was increased to 60 per cent by 

disease of the heart and vessels, and to 80 per cent 

by infectious degeneration of tumors. Circulatory 
disturbances without infection caused thrombosis 
in only 17 per cent of the cases. 

(Max Buppe). Pxtvrp SHaptro, M.D. 


Robertson, H. E.: Pulmonary Embolism Following 
Surgical Operation. Am. J. Surg., 1934, 26: 15. 


Robertson says that the menace of thrombosis and 
embolism is ever present and the question of its pre- 


vention should be a very live one. If, as has been 
asserted, some hidden infection is the cause, there is 
little hope of success. This would be true also if the 
processes were shown to be due to increased coagu- 
lability of the blood as any attempt tolower the coug- 
ulability of the blood would be likely to prove as 
dangerous as the condition to be combated. How- 
ever, if, as seems likely, stasis in the venous channels 
is the underlying cause, there is every reason to 
attempt prophylactic procedures to increase the 
activity of the blood flowing in the regions of stagna- 
tion since it is quite clear that the more rapid the 
blood flow the less would be the tendency toward 
the growth of intravital thrombi. 

While in this article the author does not advocate 
any particular measures to increase the blood flow in 
the veins of the pelvis and lower limbs, he states 
that massage at frequent intervals, passive and ac- 
tive motion of the legs, frequent moving and turning 
of the body, and encouragement of an increased re- 
spiratory rate, such as deep breathing, are logical 
procedures. Even more important is the local use of 
heat. Keeping the feet and legs warm and applying 
heat locally to the pelvis might prove deciding fac 
tors. The administration of vascular stimulants, 
such as thyroid extract, might be indicated in se- 
lected cases, but caution in their general use is 
necessary. Even in the presence of so-called throm- 
bophlebitis, all of these methods except massage and 
motion may be used. Of chief importance are recog- 
nition of the possibility or probability of the develop- 
ment of this lesion and efforts to find a practical 
method to prevent it. 


Rousset, J.: Acute Postoperative Dilatation of the 
Stomach Complicated by Perforation (Dilata- 
tion aigue post-opératoire de |’estomac compliqu¢e 
de perforation). Presse méd., Par., 1934, 42: 1518. 


The author reports an unusual case in which, fol- 
lowing removal of the uterus and adnexa for inflam- 
matory disease, the patient, a forty-one-year old 
woman, developed ileus with marked dilatation of 
the stomach and slight fever. The patient refused 
gastric lavage. On the eighth and ninth days the 
appearance of blood in the stools was followed by 
severe hematemesis and abdominal pain. In spite of 
repeated transfusions of blood, the bleeding per- 
sisted and death occurred on the sixteenth day 
after the operation. 

Autopsy revealed in the anterior wall of the greatly 
dilated stomach, a hole the size of a 1o-franc piece 
which was adherent to the under-surface of the liver 
and blocked with a blood clot. There was no peti- 
tonitis, and no thrombosis of vessels was found. The 
edges of the hole gave the impression of diffuse gan- 
grene. 
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ew postoperative perforations of the stomach 
have been reported. The author was able to find 
only two cases of associated postoperative dilatation 
and perforation. He believes that, in the case he re- 
ports, vasodilatation and acute ulceration occurred 
as a result of prolonged dilatation, and that simple 
gastric lavage might have prevented the develop- 
ment of the fatal complication. 

Max M. ZINNINGER, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Kozdoba, A.: Experimental Results With Regard to 
the Treatment of Infected Wounds (Experimen- 
telle Ergebnisse ueber die Behandlung infizierter 
Wunden). Nov. chir. Arch., 1934, 30: 181. 


Kozdoba reports the findings of 169 experiments 
carried out on dogs, rabbits, and guinea pigs in which 
a study was made of the healing of wounds pro- 
duced artificially, infected with various spore- 
forming and non-spore-forming bacteria by means of 
street dirt and osteomyelitic pus, and treated with 
vucin, rivanol, bichloride of mercury, tincture of 
iodine, brilliant green, pyoctanin, hypertonic sodium 
chloride solution, magnesium sulphate solutions, and 
autogenous vaccines. 

The effect of the antiseptic agents was twofold, 
consisting of a direct action on the pathogenic bac- 
teria and stimulation of the defense reaction of the 
body as a whole. Some of the antiseptic agents used 

-brilliant green, pyoctanin, rivanol, and bichloride 
of mercury—not only produced an effect at the site 
of their application but also penetrated into the 
deeper tissues, inhibiting the spread of the infection 
and promoting healing. 

In wounds infected with double the lethal dose of 
certain organisms the most effective antiseptics were: 
rivanol, pyoctanin, brilliant green, tincture of iodine, 
hypertonic sodium chloride and sodium acetate solu- 
tions, and bichloride of mercury. In relation to 
chronic suppurating wounds the corresponding order 
was: hypertonic sodium chloride solution, brilliant 
green, pyoctanin, tincture of iodine, and rivanol. 
The best results were obtained with combined 'super- 
ficial and deep antisepsis and proper mechanical 
cleansing of the sloughs. 

Of the 169 animals, 63 (36 per cent) died. 

The author states that the prolonged use of anti- 
septics hinders the formation of granulation tissue. 
After a number of days weak concentrations of the 
antiseptic should be substituted for the initial con- 
centration and these should be followed by the use of 
hypertonic solutions, especially of sodium acetate. 
Weak solutions of brilliant green and rivanol do not 
interfere with the formation of granulation tissue. 
Strong solutions of antiseptics cause necrosis of 
various tissues, particularly subcutaneous tissue and 
nerve fibers. 

In conclusion the author recommends caution in 
the application of his experimental findings to man. 

(G. Atipov). Joun H. Gartock, M.D. 
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Lexer, E.: The Treatment of Pyogenic Infection 
and Its Sequelz (Die Behandlung der pyogenen 
Infektion und ihrer Folgen). 58 Tag. d. deutsch. 
Ges. f. Chir., 1934. 


’ 


By “pyogenic infection” is usually understood 
not merely wound contamination with pyogenic 
organisms, but also the consequences developing 
during the course of the local disturbances after 
invasion of the tissues. 

If one regards as a general disturbance the in- 
fluence of the local disturbance on the organism as 
a whole, comprising attack and defense, the destruc- 
tion and restoration of tissue, which can lead to 
general infection through absorption of the bacteria 
and their toxins and the constituents of broken 
down tissue with resulting infectious resorption 
fever, one finds even in this conception a basis for 
all that which, for convenience, we still often term 
simply “sepsis.” 

There is as yet no uniformity in the treatment of 
local pyogenic infection. The guiding principle of 
the basic rules has become largely lost, partly be- 
cause of overvaluation of the methods of treatment 
proposed and partly because of underestimation of 
the processes and their results. 

Infection of a wound or mucous membrane sur- 
face takes place by rapid absorption of toxins and 
pathogenic micro-organisms into the lymph or the 
blood stream. Thereby the defensive powers of the 
organism are aroused and some of the micro-organ- 
isms are removed. If many micro-organisms from a 
human disease focus enter a body that is lacking in 
defensive powers, a general bacterial infection may 
result. The latter may occur even before the de- 
velopment of a local disease picture. However, as a 
rule invasion follows the infection after a more or 
less long period of adaptation and maturation. In 
this fact may be found the reason for the success of 
operative care of the wound in cases of wound in- 
fection—complete excision of the wound according 
to the principles of Friedrich in cases of superficial 
wounds and the removal of all injured and dead 
tissue according to the rules of von Bergmann’s 
school in cases of deep wounds. 

The local clinical picture is that of a fight con 
sisting of attack and defense. The fiercer the battle, 
the greater the destruction and suppurative disso- 
lution of the fighting tissue. ‘The tissue gains the 
victory when it succeeds in walling off, destroying, 
and expelling the attackers and their toxins and the 
poisonous mass of dead tissue. On the other hand, 
in the case of the toxins of putrid and gas-cedema 
infections, in which the poisoned tissue is hardly 
capable of putting up a defense, toxic general infec- 
tion follows very rapidly. 

The correct aim of treatment is support of the 
tissue in its fight against the excitants of the infec- 
tion. There are four ways of supplying this support, 
which, used at the right time, supplement one 
another. 

1. Raising the general resistance. This may be 
definitely effective when local treatment is impos- 
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sible or insufficient, as in erysipelas or severe sup- 
puration of the mucous membrane. Under such 
circumstances the best results are obtained with 
convalescent serum and blood transfusion and 
somewhat less satisfactory results with specific 
therapeutic sera, vaccines, and proteins, remedies 
which, cautiously used, may be effective also in 
general infection. Resorption fever, when it per- 
sists or recurs in spite of early correct local treat- 
ment, affords an indication of the severity of the 
infection and of the need of the organism for support. 
However, in cases of acutely progressing inflamma- 
tion postponement of local aid leads to most serious 
consequences. 

2. Strengthening of the local defense processes 
by increasing the inflammatory process is an idea 
by which Bier has created for himself an enduring 
monument. It cannot be doubted that the action 
of passive hyperemia consists in a powerful increase 
in the activity of all the cells of the reticulo-endo- 
thelial system which are capable of phagocytosis. 
Nevertheless, in all of the more severe infectious 
processes this procedure is a two-edged sword for an 
increase in the inflammation causes an increase in 
tissue pressure and therewith a spreading of the in- 
fectious masses of exudate through increased break- 
ing down by the action of the leucocytic ferments 
which dissolve protein. The hope that the use of 
small incisions would prove suflicient in all cases to 
prevent necrosis of bones and tendons and destruc- 
tion of joints has not been fulfilled. In acute sup- 
purations this method of procedure has wholly 
failed. Moreover, it is associated with the danger of 
spread of the exciting micro-organisms by the blood 


stream in consequence of increased absorption after 
removal of the constricting bandage. 

Hoffmeister and von Seemen have shown in ani- 
mal experiments that treatment by passive hyper- 
«mia results in an increase in the number of dye- 
storing cells of the reticulo-endothelial system in the 


synovial membrane of the joints. Similar experi- 
ments on young long bones showed a great increase 
in the number of these cells particularly on the 
metaphyseal side of the epiphyseal line. That the 
dilution of the toxin by oedema with subsequent 
resorption may have a considerable effect is known 
from the clinical course of congested joints infected 
by the gonococcus. 

In its local effect, treatment by passive hyper- 
zmia bears a relation to treatment with poultices 
and moist dressings. However, the “ripening” of 
the abscess, which is their object, takes place at the 
cost of the tissue and is therefore objectionable. In 
mastitis it is followed by the casting off of necrotic 
portions of the mammary gland. If escape for the 
masses of pus is not provided by early incision and 
the pus is forced by tissue pressure down into the 
deeper parts, the panaritium, which was at first only 
subcutaneous, is followed by panaritia of the ten- 
dons, joints, and bones. Schmidt and Loehr were 
able to demonstrate these lymph passages by the 
injection of India ink and to show in roentgeno- 


grams the corresponding points of attack by the 
infection in the bone and joints. 

However, when properly used, these procedures 
also offer advantages. Roentgen irradiation, short- 
wave stimulation of the circulation, and hot baths 
have a similar action. They, too, can cause a he- 
ginning inflammatory infiltration to retrogress or 
hasten the sloughing of necroses and the formation 
of granulation tissue after correct operative treat- 
ment. However, when the infiltration is already in 
an advanced stage, these measures should never be 
used without an incision made at the right time and 
large enough to afford sufficient escape for the pus. 
After incision, care must be taken that drainage is 
free. This is important especially to eliminate the 
danger of resting infection, particularly in bone and 
joint suppurations. 

According to Bier, the burning of purulently in- 
flamed tissue produces a local and general increase 
in the defensive powers in addition to local destruc- 
tion of the infected tissue. The procedure, which 
often appears drastic, may indeed set immunizing 
processes into action, but according to the findings 
of Erb, it is doubtful whether the latter reach the 
point of increasing resistance to the infection. 

3. Operative opening of the focus of infection. 
This does not have for its aim the destruction of the 
bacteria responsible for the infection, which is the 
objective of deep antisepsis. The chemical sub- 
stances which are able to kill pathogenic bacteria in 
the test tube and do not injure healthy tissue act in 
diseased tissue only in solutions so strong as to ciuse 
tissue necrosis. Success is best obtained by injecting 
the patient’s own blood around carbuncles and {u- 
runcles by Laewen’s method. However, these lesions 
have less tendency to progress acutely in the tissues 
than severe phlegmons. 

In operative treatment, incision performed cor- 
rectly and at the proper time is still the preferred 
procedure. To be correct, the incision must be made 
without causing tissue injury which will result in 
disturbance of function; it must be as large as neces- 
sary, and as small as possible; and it must create 
the best anatomical route for drainage. The proper 
time for incision is before the tissue has suffered 
damage. Therefore the rule should be to open up 
the acutely progressing infiltration before it is <e- 
monstrably softened. On the basis of similar con- 
siderations early operation is demanded for suppur- 
ations in the abdominal cavity. 

In making the incision, the surgeon is justified in 
disregarding future function only when the intlam- 
matory focus has become the source of a general 
infection. Under such circumstances he should not 
hesitate to perform even an amputation if that oper- 
ation should be necessary. Venous ligation can help 
only if the vein ligated constitutes the main route 
of spread of the infection from the peripheral regions 
and the site of the ligation is in a portion of the vein 
which is still healthy. Simultaneous early exposure 
of the perivenous interstices may check the further 
progress of the infecting bacteria. 
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If the tissue is not strong enough to destroy and 
expel the infectious residuum after the focus has 
been opened up, the operative opening must be fol- 
lowed by further support of the healing processes 
by all measures which increase the flow of wound 
secretions, further the separation of necroses, and 
stimulate the formation of good granulations. Fre- 
quent changes of irritative moist or ointment dress- 
ings and sugar treatment in combination with warm 
baths or passive hyperemia are the most advanta- 
geous methods when associated with gentle treat- 
ment of the tissues in the changing of the dressings 
and rest of the part. 

These simple basic rules of operative treatment 
permit wide variation in the details. 

The main grounds on which, even today, efforts 
are being made to change these basic rules are to be 
found in the belief of many that the tissue can be 
so strengthened that it will be able to deal with the 
infection almost alone; in the efforts of many to 
limit incisions to the smallest possible in all cases; 
in incorrect treatment of the incision wounds; and, 
finally, in the difficulty in recognizing clearly whether 
aggravations are due to virulence of the infection 
or the method of treatment. The fear that operation 
may spread the bacteria in the tissues when, with 
the frequently preferred treatment with compresses, 
a defensive wall has not been formed, is a common 
and often serious error. This is true also as regards 
the treatment of carbuncles of the face and neck. 
If these lesions do not progress, the simple applica- 
tion of ointment on muslin, which keeps a way open 
for drainage from the pus cavities, is better than the 
use of poultices which, by the softening they pro- 
duce, favor advance of the infiltration. The latter 
treatment is responsible for death from delay of 
operation and for extensive carbuncles requiring 
very extensive interventions. 

Increased resorption of infecting bacteria follow- 
ing the incision occurs only when the wound is im- 
properly treated. Antiseptic wound treatment with 
chemicals is no less dangerous than the wiping out 
and painting with tincture of iodine of tissue that is 
infiltrated with pus. The actual cautery produces 
the same result by creating an eschar which ob- 
structs the escape of the secretion from the inflamed 
region. Mechanical cleansing of the wound surfaces 
with every change of dressings very often leads to 
fever because of resorption of the infecting bacteria. 
This subsides immediately when the wound treat- 
ment consists only in covering the wound with oint- 
ment on muslin. 

The wound of the incision never of itself lets the 
infecting bacteria penetrate deeper as the tissue is 
under positive pressure and the fluid in it passes 
outward from the fresh wound surfaces. Only if the 
tissue is treated roughly, does the infection spread 
inthe tissues Then, if the infection is severe, it may 
spread even from suppurating granulations. Fre- 
quent fever with spreading inflammation instead of 
a fall of the temperature is the result. In even ex- 
tensive purulent osteomyelitis with high fever and 
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large numbers of staphylococci in the blood, careful 
opening of the bone marrow cavity is followed by a 
fall in the temperature and disappearance of the 
bacteria from the blood. It is necessary only to 
keep the wound open, drain the pus from the deep 
parts with tubes, and drain the oozing tissue fluid 
by capillary drainage. 

The use of the diathermy knife and the removal 
of tissue infiltrated with pus by means of the electric 
loop offer great advantages. The danger of post- 
operative resorption is entirely eliminated by these 
means; the passage of fluid from the tissues into the 
wound is not obstructed by the cooked layer because 
there is no eschar; and hemorrhage and pain are 
slight (von Seemen). The wound is dried out by 
tamponade only when the mistake is made of using 
a tampon for more than two days at the most in- 
stead of replacing it by moist dressings or ointment 
on muslin. 

The most frequent error in the operative treat- 
ment of wounds is a poorly made incision—either 
an incision which is too long and causes functional 
disturbances or an incision which is not long enough. 
Other mistakes are mechanical cleansing of the 
wound by sponging; insufficiently gentle treatment 
of the tissues (curetting and scraping, painting with 
tincture of iodine); chemical and thermal injury 
(derivatives of quinine, ice bag); firm, instead of 
loose, tamponade inducing retention of the secretion 
instead of capillary drainage; and the indiscriminate 
use, in every operation on an inflammatory focus, 
of Esmarch’s bloodless field which favors the detach- 
ment of lymph thrombi and venous thrombi. 

Infiltration anesthesia induced in the inflamma- 
tory tissue or its close vicinity should be avoided as 
it forces the infectious exudates of the tissue into 
the nearby lymph passages. Moreover, there is no 
necessity for this kind of anasthesia. 

4. The fourth means of treatment consists in 
placing the diseased portion of the body at rest, in 
the case of the extremities with elevation if possible. 
Every tissue which is putting up a fight must be 
aided by rest and measures to establish good circu- 
latory conditions. A correctly applied bandage is 
often of itself enough, as is evident from the frequent 
rapid retrogression of acute lymphangeitis and lym 
phadenitis and of erysipelas following the applica- 
tion of immobilizing bandages. 

The first immobilizing bandage should be so ap- 
plied that when the wound dressing is changed only 
a part of it need be removed and all unnecessary 
movement may be avoided. The changing of dress- 
ings necessitated by a rise in the temperature or 
saturation of the dressing must be carried out with 
extreme care. As a rule it should be done without 
the use of general anesthesia in order that the com- 
plaint of pain may give warning of tissue irritation. 

The immobilizing bandage should not be used 
too long. 

The acute stage is often followed by tedious illness 
of varying character. Fistulous suppurations, coated 
wound granulations, and resistant and extensive 
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cedemas are evidences of the difficulty experienced 
by the gradually exhausted tissue in clearing away 
especially large foci of necrosis. The object of treat- 
ment must be the complete expulsion and sloughing 
of the necrotic areas, not their encapsulation which 
carries with it the danger of latent infection. This 
is evident most clearly in suppurative osteomyelitis, 
in which foci left behind may be aroused by trauma 
years later to the most severe inflammations and may 
even give rise to endocarditis and myocarditis. It 
is therefore better to remove necrotic foci after en- 
larging the fistule than to obtain healing of the 
fistula with encapsulation of necrotic foci by the 
injection of chemical substances or by placing mag- 
gots within them. Softening and separation of the 
inflamed tissue can be brought about by all kinds of 
heat treatment, hot kaolin dressings, short-wave 
treatment, or the induction of passive hyperamia. 
Residual oedemas are favorably influenced by sand 
baths, under-water massage, and vascular gym- 
nastics. 

In the course of the last thirty years the tendency 
has been, on the one hand, to limit the extent of 
interventions more and more and, on the other 
hand, to search for means of increasing the general 
and local resistance of the tissues in the organism. 
However, the unfavorable as well as the favorable 
factors of these tendencies, must be considered. 
Chief among the former is the fact that, more fre- 
quently than previously, it is the general practi- 
tioner who handles these cases in the all-important 
early period of the disease and it is he who decides 
on the intervention necessary and often carries it 
out. The operation is thus often inadequate or per- 
formed late. More and more are these cases coming 
into the hands of the surgeon in a neglected state. 
The chief requirement, which must be met despite 
all new views, is an early and sufficiently extensive 
operation in progressive cases. The necessity for 
surgical treatment can be correctly judged only by 
an experienced surgeon, and only an experienced 
surgeon should perform the operation. The chief 
burden of the fight against a pyogenic infection 
cannot be left to the tissues and the organism with- 
out resulting severe injury. This is evident partic- 
ularly in suppurations of the tendon sheaths, bones, 
and joints. 

Whoever thinks that he can recommend some- 
thing new and better, must say in what manner and 
according to what basic rules he has previously 
carried out the local and general treatment of pyo- 
genic infection. Caution in criticism is always to 
be recommended. 

(LEXER.) FLORENCE ANNAN CARPENTER. 


AN ZSTHESIA 


Waters, R. M., and Schmidt, E. R.: Cyclopropane 
Aneesthesia. J. Am. M. Ass., 1934, 103: 975. 


The authors report the findings of a year’s clinical 
study of cyclopropane at the Wisconsin General 
Hospital, including over 2,000 clinical administra- 
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tions. Cyclopropane is a gaseous isomer of pro 
pylene. The technique employed in its administra 
tion is that known as the carbon-dioxide absorption 
technique. Cyclopropane is capable of producing 
narcosis when it is inhaled in a concentration as low 
as 4 per cent, but a plane of anesthesia sufficient for 
the majority of abdominal operations requires an 
average concentration of 13.1 per cent. 

In the cases studied the induction of cyclopropane 
anesthesia appeared to be quite as pleasant as that 
of nitrous oxide anesthesia though less rapid. ke 
covery seemed to be more frequently accompanied 
by nausea than after the use of nitrous oxide and 
ethylene. Curiously, severe nausea or nausea and 
vomiting more often followed minor administrations 
of the gas than its administration for major surger\ 
Cyclopropane has given satisfaction as a preliminary 
to the induction of ether anesthesia. 

At the end of the reported year’s study the authurs 
find that cyclopropane is replacing ethylene at the 
Wisconsin General Hospital to the satisfaction of 
anesthetists, surgeons, and patients. They choose it 
in preference to ether in well over 75 per cent of the 
cases in which ether was used formerly. In cases in 
which ether is still employed there seems to be an 
increasing tendency to choose cyclopropane in 
preference to nitrous oxide as a means of inducing 
ether anesthesia. HERBERT F’. THuRSTON, M.1). 


Sonntag, E.: Therapeutic Dangers and Injuries. 
Dangers and Injuries from Local Anesthesia 
(Therapeutische Gefahren und  Schaedigungen. 
Gefahren und Schaedigungen durch die Lok:! 
anaesthesie). Fortschr. Ther., 1934, 10: 406. 


Local anesthesia has a number of advantages over 
general anesthesia for the practitioner. However, it 
is associated with certain dangers and is capable of 
causing certain injuries which are not as well knows 
as they should be and must be guarded against by 
the physician. These dangers and injuries are duc to 
three important causes: (1) poisoning, (2) tissue in 
jury, and (3) infection. 

Poisoning may be caused by the anesthetic or the 
adrenalin or both. In addition to the total quantity 
injected (maximum dose), the concentration of the 
solution and the method and rapidity of the injection 
play a part. Intravenous injection is especially to 
be avoided. In general it is always preferable to use 
weak solutions and inject them slowly, possibly at 
intervals, and also to add adrenalin. Among the 
substitutes for the too-toxic cocain, tropacocain is 
preferred for spinal anesthesia and psicain for svr- 
face anesthesia. Psicain should not be used for in 
jection by the practitioner, and for surface ani's 
thesia it should be used only with special caution. 
For injection, novocain is best. Tutocain and es 
pecially pantocain, possibly with equal parts of 
novocain, are also satisfactory. However, even these 
substitutes for cocain are not without danycr. 
Therefore, small doses, dilute solutions, slow in « 
tion, the avoidance of intravenous injection and, in 
the induction of regional anesthesia, the observa ice 
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of special care in the region of the spinal foramina 
are necessary. Like the cocain preparations, adre- 
nalin is non-toxic only if it is given in small doses 
and in a very dilute solution and is not used for intra- 
venous injection. The value of substitute prepara- 
tions of synthetic adrenalin or from the posterior 
lobe of the hypophysis has not yet been proved. 
Even the combination of cocain preparations and 
adrenalin may be toxic. 

As a rule tissue injuries need not be feared from 
the ordinary procedures. However, the solution 
must be administered at body temperature and must 
be isotonic and sterile. Moreover, a harmless anxs- 
thetic must be chosen and the adrenalin content 
must not be too high. Adrenalin is dangerous when 
the tissues are tense or rigid; also in peripheral parts 
with end-arteries (fingers, toes, and skin flaps), and 
in infections. Its use is especially dangerous in cir- 
culatory disturbances such as those associated with 
Raynaud’s disease, endarteritis obliterans, arterio- 
sclerosis, and diabetes. In these conditions it is safer 
not to use local anesthesia or to use less or no adre- 
nalin. Injury to the blood vessels of the nerves may 
lead to special disturbances. In the induction of 
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anesthesia by the application of cold, care must be 
taken to avoid injury from the use of too cold agents 
and too prolonged application of the cold. 

Infection may be produced by the apparatus used 
or the solution injected. Sterilization is done best 
with steam under pressure at a temperature of 120 
degrees. If this method cannot be used, the separate 
parts of the syringe and the needles should be boiled, 
and sterilization of the solution in small quantities 
at a time or by means of a bacterial filter should be 
done unless prepared solutions in sterile ampoules 
are used. Infection is favored by contamination by 
bacteria and by tissue injury. Therefore, progress- 
ing phlegmons and sepsis are contra-indications to 
local anesthesia. 

Fortunately, the injuries and dangers mentioned 
are not frequent and can usually be avoided by care- 
ful observance of the indications and the use of a 
correct technique. Therefore local anesthesia in its 
simplest form remains the most harmless anesthesia 
for the practitioner. 

In conclusion the author gives the indications and 
describes the technique for the induction of local 
anesthesia. (SONNTAG). Leo A. JuHNKE, M.D. 
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ROENTGENOLOGY 


Porritt, A. E.: The Diagnostic and Therapeutic Uses 
of Thorium Dioxide. Proc. Roy. Soc. Med., Lond., 
1934, 27: 1295. 

After reviewing briefly the discovery by Oka and 
Radt that thorium dioxide will render the liver and 
spleen visible roentgenographically, the author de- 
scribes the technique of its use and field of applica- 
bility. No immediate harmful after-effects have 
been noted, but as the medium is excreted very 
slowly, the length of time that has elapsed has not 
been sufficient for the determination of a possible 
remote harmful action. At the present time its use 
is limited largely to cases of obviously inoperable 
neoplasms and those in which an exact diagnosis 
might lead to active treatment that would make a 
decided difference in the prognosis. 

Two cases showing the value of the method are re- 
ported in detail. In the first one the use of thorium 
dioxide demonstrated that a questionable abdominal 
mass was not connected with the stomach or liver 
but was probably of the nature of a retroperitoneal 
sarcoma. Irradiation therapy resulted in almost 
complete disappearance of the tumor. The author 
believes that part of the favorable reaction may have 
been due to the intrinsic radio-active properties of 
the thorium retained in the adjacent liver. In the 
second case a doubtful mass was found to be due to 
marked enlargement of the left lobe of the liver of 
probably metastatic origin and deep roentgen ther- 
apy caused an appreciable decrease in the size of the 
thorium-filled liver. 

In conclusion the author says that while it is 
generally believed that the radio-active properties of 
thorium are practically negligible, the possibility of 
beneficial effects from prolonged contact seem to war- 
rant further clinical and experimental research re- 
garding them. Apotpn Hartune, M.D. 


Grier, G. W.: Radiation Therapy of Cancer of the 
Skin. Am. J. Roentgenol., 1934, 32: 206. 


The administration of massive doses of irradiation 
is now generally accepted as the treatment of choice 
for cancer of the skin. If roentgen rays are em- 
ployed, unfiltered irradiation is preferred. 

The technique employed by Grier includes the use 
of 100 kv., 5 ma., a ro-in. skin-target distance, no 
filtration, and an exposure time of ten minutes. 
Never fewer than 3 such treatments and frequently 4 
or more are given. The treatments are administered 
within one week at intervals of one day. With the 
advent of methods of measuring roentgen irradiation 
Grier found that the ten-minute treatment resulted 
in a dosage somewhat greater than expected. The 
measurements vary considerably of course with 


different tubes. The ten-minute treatments repre- 
sent a minimum of 1,500 r and probably an average 
between 1,500 and 2,000 r. Four such treatments, 
which Grier considers the minimum adequate to 
destroy squamous-cell carcinoma, represent between 
5,000 and 8,ooo r. The danger of late roentyen 
reactions is less with this method than when filtered 
irradiation is given in small doses over a longer 
period of time. Precancerous lesions are treated yy 
practically the same technique except that  tre- 
quently fulguration is done before the irradiation 
treatment is given. 

The results in 200 cases treated by the described 
method in the period between 1926 and 1933 ire 
reported. In 169 cases the irradiation was followed 
by cure, in 16 it was followed by recurrence, and in 
15 it failed. During the same period 71 cases of 
precancerous lesions were treated with cure in 67 
and failure in 4. Many of the failures and recur 
rences were explained by insufficient irradiation or 
treatment by fractional or filtered irradiation else- 
where. Others were due to extension of the cancer to 
cartilage, mucous surfaces, or bone, or to metastasis. 

Earv E. Bartu, M.1) 


Elliott, A. R., and Jenkinson, E. L.: Ulcerations of 
the Stomach and Small Intestine Following 
Roentgen Therapy; Report of a Fatal Case 
with Perforation. Radiology, 1934, 23: 140. 


The possibility of damaging the gastro-intestinal 
tract by deep roentgen irradiation has been demvn- 
strated experimentally and by a number of clinical 
observations. The authors report a case of Hodg 
kin’s disease in which deep roentgen irradiation was 
followed by multiple ulcerations of the stomach and 
intestines which terminated fatally by perforation. 
Generalized adenopathy, including marked enlarge 
ment of the mesenteric lymph nodes, was present. 
During the period of nine months from March 18 to 
December 12, 1929, the patient received a total of 
2,180 r units of roentgen irradiation given in nine 
treatments. The treatments usually consisted of ir 
radiation of one anterior and one posterior area of 
the abdomen. At no treatment were more than 320r 
given to any one area. On two occasions a total of 
640 r was given through two portals. The last roent 
gen treatment was given December 12, 1929, when 
320 r units were administered. After that treatment 
the patient felt weak and complained of loss of appe 
tite and a generalized aching which was especi:ll) 
severe across the abdomen. He entered the hosjital 
February 3, 1930. Abdominal symptoms and signs 
of various types and varying severity eventually led 
to a diagnosis of general peritonitis and an explora: 
tory laparotomy was performed. The patient <ied 
on February 19. 
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The visceral changes found on gross and micro- 
scopic examination at autopsy consisted, in brief, of 
a single huge perforated ulcer and multiple smaller 
ulcers of the stomach; eight circumscribed annular 
ulcers of the ileum; and necrosis and hyaline scar- 
tissue changes in the perirenal and mesenteric lymph 
nodes. Gross and microscopic examinations of the 
parabronchial, biliary, mesenteric, and perirenal 
lymph nodes disclosed tissue structures that resem- 
bled lymphogranulomatosis only very slightly. The 
spleen presented no indubitable changes of that dis- 
ease. 

The autopsy findings seemed to offer little evi- 
dence that the ulcerative processes were of the na- 
ture of an active lymphogranulomatosis. The 
changes discovered were comparable to those de- 
scribed by others as gastro-intestinal damage due to 
roentgen irradiation. Apotpn Hartune, M.D. 


RADIUM 


Scott, R. K.: Radionecrosis: A Clinical Study. 
Med. J. Australia, 1934, 2: 1. 


Radionecrotic ulceration is an ulceration which 
appears at any time or persists after irradiation. It 
is characterized by chronicity and the presence of 
necrotic tissue which shows little tendency to sep- 
arate. On the basis of the time at which it appears, 
three types are recognized—the immediate, the 
subacute, and the delayed. 

In the immediate type of radionecrotic ulceration 
a slough appears immediately after the treatment. 
In the subacute type, healing becomes arrested after 
from six to eight weeks of an apparently normal 
reaction. The delayed type occurs in irradiation 
scars and has been known to develop as late as ten 
years after X-ray therapy. It seems to be due to 
intensive or repeated treatments with inadequately 
screened X-rays. The etiological factor is an insid- 
ious, progressive pathological change in the connec- 
tive tissue. 

The most striking clinical feature of radionecrosis 
is the chronicity of the ulcer. An unexpected histo- 
logical feature is a general deficiency of polymorpho- 
nuclear leucocytes in the periphery of the necrotic 
field. The thickening of the tissues surrounding the 
ulcer may cause the clinician to suspect residual 
malignancy. Indeed, malignancy has frequently 
been demonstrated in such an area. The peripheral 
infiltration must be regarded as a tissue response to 
irradiation. The edges of the ulcer are irregular. 
The base is composed of necrotic tissue in which the 
central slough shows stranding. Granulations appear 
late. The epithelial edge may grow slowly between 
the fibrinous surface, but more often the fibrin acts 
as a barrier. Tendons frequently show a tendency 
to ulcerate and when they become involved by ulcer- 
ation their loss is inevitable. After sequestration of 
necrotic fibrous tissue, cartilage, or bone has taken 
place, healing follows slowly. Pain occurs in the 
early stages and occasionally is very severe. In- 
volvement of the mandible is especially liable to 
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cause severe neuralgic pain. In the late stages the 
pain is less severe. With the onset of healing and 
separation of sloughs it gradually ceases. Infection 
is an essential factor in the development of necrosis. 
Hemorrhage is not infrequent in the immediate 
type of necrosis, but is rare in the subacute type. 
Often observed is a superticial type of ulceration 
which may be quite extensive and shows a remark- 
able tendency to separate. Healing is slow. The 
author has seen the subacute type of necrosis in the 
lips of syphilitic patients and in breasts. Late nec- 
rosis occasionally develops in the neck in an area of 
scarring and telangiectasis following radium-pack 
treatment. 

Beta rays seem to have a destructive action on 
the tissues which favors necrosis. Radon seeds con- 
taining 1.5 me. and filtered by 0.3 mm. of platinum 
frequently give rise to necrosis when they are buried 
extensively in malignant tissues. Therefore, espe- 
cially near bone and cartilage, the use of radon seeds 
has been abandoned. The chief factors responsible 
for the necrosis seem to be a foreign-body action and 
prolonged irradiation with a high total dosage of 
beta and gamma rays. According to the author’s 
experience, the screenage is insufficient and necrosis 
is favored by beta-ray fibrosis. Scott cites cases of 
late radionecrosis from beta-ray irradiation. He 
states that the dosage of gamma rays is also very 
important. The general practice of using 1.0 mgm. 
of radium per cubic centimeter of tissue for one 
hundred and sixty-eight hours is erroneous. Such 
overdosage is apt to produce the subacute type of 
radionecrosis. The late types more frequently follow 
beta irradiation, treatment with inadequately fil- 
tered X-rays, or repeated X-ray treatments. Espe- 
cially in the tongue, the immediate type of radio- 
necrotic ulcer is probably a manifestation of 
gamma-ray overdosage. In the past year the reduc- 
tion of the dosage of gamma rays has apparently 
improved the results. The importance of cross-fire 
from several long needles in parallel planes in the 
causation of radionecrosis is difficult to estimate 
clinically. At the present time it is thought that 
five-day doses are less satisfactory than seven-day 
doses, and that an initial intensity of 2.0 mc. per 
cubic centimeter is too high. Consequently, the 
dosage has been reduced to 143 mc.-hrs. per cubic 
centimeter in seven days and the initial dosage to 
1.5 mc. Further study is necessary to redetermine 
the clinical limit of connective-tissue tolerance. The 
goal is the maximum amount of irradiation necessary 
to destroy the tumor without risk of damage to the 
host stroma. 

The réle of infection as a primary factor in radio- 
necrosis is well known. Late radionecrosis usually 
begins as a superficial necrosis which persists. In- 
fection with the bacillus pyocyaneus causes a marked 
delay in healing. Diffuse fibrosis, which is a common 
manifestation of tertiary syphilis and the arteritis 
combined therewith, causes a decrease in the blood 
supply of a part with resulting local tissue death, 
namely, immediate radionecrosis. In the syphilitic 
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tongue, healing is favored by strenuous anti-syphi- 
litic treatment, but the fibrosis rarely disappears. 
Malignancy in a syphilitic tongue is radiosensitive 
but prone to recur locally. The recurrence may be 
of the slow growth and associated with irregular 
necrotic processes. Further radium treatment is 
unwise. The most successful treatment is diathermy. 
The differential diagnosis between a malignant 
lesion and a gumma is difficult. Absence of response 
to anti-syphilitic treatment for two weeks is sug- 
gestive of malignancy. Malignancy is rarely associ- 
ated with tuberculous ulcers, but the treatment of 
tuberculous or gummatous lesions with radium as 
the result of a clinical or pathological error is fre- 
quently followed by necrosis. 

With regard to the relationship between the type 
of malignancy and radionecrosis Scott says that the 
best results from irradiation are obtained in the 
hypertrophic type of malignancy. The ulcerating 
type of tumor with considerable destruction of the 
subjacent tissues and complicating sepsis, which is 
invariably present, is a more favorable field for 
necrosis. In such a lesion adequate needle treat- 
ment necessitates deeply buried irradiation to reach 
the advancing edge of the tumor. Therefore, not 
infrequently, an ulcer remains. When healing is de- 
layed following normal doses of irradiation, vascular 
degenerations, syphilis, anemia, and toxemia must 
be considered. Delayed healing is characterized by 
atrophic granulation tissue. In cases of delayed 
healing necrotic tissue may be present or may de- 
velop later. 

The infiltrating type of malignancy such as 
scirrhous carcinoma of the breast, sclerosing ulcer, 
or infiltrating epithelioma of the tongue is particu- 
larly liable to undergo necrosis. In cases of such 
lesions the ulceration is minimal and the patient 
does not seek advice until late, when the tumor is 
often quite extensive. The fibrosis decreases the 
blood supply, and stasis followed by tissue death and 
necrosis is likely to result. Radionecrosis is more 
common in this type of lesion than in any other. 
In the cases of aged and debilitated patients, treat- 
ment with buried needles is frequently not advisable. 

Radionecrotic ulcers with cartilage in the base are 
seen following the burying of needles over the car- 
tilage of the nose and ear, but only when the carti- 
lage or its perichondrium has been infiltrated. 
Needles are buried in such situations without hesi- 
tation. If the cartilage later becomes exposed or 
infected, it can be easily removed and its removal 
will be followed by healing. When bone or cartilage 
is involved by a malignant process, necrosis is in- 
evitable. Secondary infection always occurs. The 
separation of bone necrosis takes months or years. 
In the treatment of lesions of the alveolus, buried 
needles are used with the knowledge that radionec- 
rosis of bone is inevitable. Spicules of bone will be 
discharged for years if the malignancy is controlled. 
In most cases, however, there is a foul ulcer with a 
deep slough, healing is slow, and toxemia adds con- 
siderably to the general debility. In some cases the 
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condition clears up, but in the early stages the pain 
is severe. The therapist is more worried by the cases 
developing a subacute necrosis which exposes a por 
tion of bone and may persist for months or years. 
This condition is probably the result of local gamma- 
ray irradiation. On the dorsum of the hand the 
risks attending irradiation are particularly great 
because the blood supply is poor. Any ulcer de- 
veloping here is especially apt to be followed |), 
the exposure and sloughing of tendons. A chron- 
ically infected ulcer remains complicated by the 
necrotic tendons, ligaments, and bone. Healing is 
impossible. Plastic operations are rarely successtul. 
As a rule amputation is necessary, and in many 
cases must be considered the primary treatment of 
choice. 

The treatment of malignant recurrences following 
surgical excision of the primary growth requires 
special care on account of the increased malignancy 
of the recurrence, the limitation of the blood and 
lymphatic connections, and the consequent increased 
risk of radionecrosis. In cases of buccal neoplasms 
in which the removal of infected teeth is necessary, 
radionecrosis not infrequently follows normal doses 
of irradiation. Careless removal of teeth with severe 
laceration of the gums or breaking of the tooth 
roots is one of the causes of necrosis of the alveolus 
and superjacent tissue following normal irradiation 
of the tissues. 

Another problem is the treatment of malignancy 
developing on a previously irradiated area. In 
cases of epithelioma developing on an area of lupus 
erythematosus previously treated by roentgen ir- 
radiation healing is often greatly delayed. Recurrent 
lesions previously treated with radium are more 
resistant to a second or third treatment, especially 
if beta rays were employed or inadequately screened 
gamma-ray therapy was used initially. The subse- 
quent treatments may be followed by incomplete 
eradication of the growth, breaking down of the 
treated area, and a necrotic ulcer. Frequently it is 
best not to treat such recurrences. However, a 
simple ulcer, even if it is chronically infected by 
basal sequestra or necrotic tissue, is less dangerous 
than a malignant ulcer with sepsis, hemorrhage, 
and uncontrollable advance of the lesion. As the 
infection of radionecrotic ulcers lowers the patient’s 
resistance, bronchopneumonia is a not uncommon 
complication. 

The treatment of radionecrotic ulceration presets 
numerous problems. Infection and toxemia must 
be combated. In late cases radical treatment is un- 
doubtedly the treatment of choice. Excision must 
be complete with removal of the fibrotic basal area 
of the ulceration. Diathermy with a cold knife may 
be used according to the indications. If the ulcer- 
ated area is completely excised, healing usually takes 
place readily. Occasionally the ulcers appear in loca- 
tions such as the dorsum of the hand, where excision 
is impossible. In the mouth, excision followed by 
suture has given good results. In superficial areas 
in which healing is delayed following irradiation, 
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skin grafting by the method of Wangensteen has 
been successful and has many advantages over the 
method of Thiersch. Conservative treatment con- 
sists in efforts to combat sepsis, to restore the cir- 
culation of blood, to assist separation of the slough, 
and to prevent deformity. Pain must be controlled. 
The most useful dressings are a 1:200 or 1:400 so- 
lution of Monsol, a 1:2,000 solution of flavine, 
hypertonic saline solution, and pure glycerin. Heat 
and hypertonic solutions are of value. The applica- 
tion of a plastine dressing is helpful. Borocain 
and percaine ointments relieve the pain. Pieces of 
slough may be removed with the scissors. The ap- 
plication of equal parts of unguentum hydrargyri 
ammoniati diluti and unguentum zinci oxidi has 
proved beneficial. In immediate and subacute types 
of buccal ulcers conservative treatment is the only 
possible treatment. Mouth washes of eusol, hydro- 
gen peroxide, or potassium permanganate are help- 
ful. The food must be soft. The pain in buccal 
ulcers, which is very distressing, is of two types—a 
dull continuous pain and a sharp intermittent neu- 
ralgic pain. Morphine may be necessary. Injection 
of the mandibular division of the nerve with pure 
alcohol at the foramen ovale may be indicated. 
Sprays of a 1:2,000 solution of percaine in glycerin 
may be helpful. 

Radionecrotic ulcer may cause complete disability. 
Treatment for pain and cleansing measures to per- 
mit healing are necessary. In late necrosis, complete 
resection of the damaged tissues should be done. 
The procedure of choice for repair is an immediate 
plastic operation. Conservative treatment means 


months of disability. In three cases reviewed by the 


author deep radionecrotic ulceration of the subacute 
type occurred in the neck following the application 
of a radium pack and severe toxemia and death due 
primarily to the necrosis resulted. 

The author urges rejection of the term ‘‘radium 
burn.” In conclusion he states that, because of the 
nature of the cases coming for treatment, the occur- 
rence of radionecrosis cannot always be avoided in 
any large radiotherapeutic clinic. 

A. James LarKIN, M.D. 


‘ 


Wright, R. D.: Pathological Manifestations in 
Radionecrosis. Med. J. Australia, 1934, 2: 8. 


Radionecrosis is defined as massive continuous 
death of tissues for which radium or the roentgen 
rays are directly responsible. By the term ‘‘ massive 
death” the author means that the tissues die as a 
whole. He states that there is no ‘differential 
death”? such, for example, as death of the vascular 
tissue without death of the fibrous tissue or death 
of malignant tissue without death of the stroma. 

The aim of short-wave therapy is to kill neoplastic 
tissue without causing serious injury to normal 
tissue. The ideal result is a cytocaustic rather than 
a histocaustic action. Under certain circumstances 
irradiation will produce an ulceration, and under no 
circumstances is a therapeutic dose without effect 
on the reparative tissues. The dose may cause rapid 
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degeneration of the normal cells and of the abnormal 
tissues. The desired result is degeneration of the 
abnormal tissue with subsequent repair, but the 
neoplasm and the stroma, and possibly the sur- 
rounding tissues, may die progressively. This type 
of necrosis is called ‘‘acute” or “immediate.” In 
other cases the reaction to the irradiation occurs 
normally and the appearance of the ulcer formed 
suggests that normal repair will take place, but 
ultimately the entire process becomes stationary. 
This type of necrosis is termed ‘‘subacute” or 
“delayed.”’ A more unusual occurrence is the break- 
ing down of a previously healed lesion. This type 
of necrosis is described as ‘“‘late’’ or “remote.” 

The pathological findings in cases of acute necrosis 
are typical of tissue degeneration elsewhere, with 
loss of cell and nuclear structure. The author de- 
scribes the histological picture in detail. He states 
that there is no satisfactory evidence that an in- 
creased rate of mitosis in tumors has a fundamental 
effect in increasing the sensitivity derived by the 
neoplasm from its parent cell. The less differentiated 
the cell, the longer its mitosis, and the more frequent 
its mitosis, the greater its radiosensitivity. Cells 
may differ in sensitivity even when the factors of 
mitosis are constant. 

There is no known way of decreasing the sensi- 
tivity of vascular and connective tissue. [actors 
which increase it are favorable to necrosis. Previous 
irradiation greatly reduces the dose necessary to 
cause a breakdown. When the stroma is scanty the 
breakdown will be massive. Underlying syphilitic 
lesions with endarteritis, collections of radiosensitive 
small round cells, granulation tissue, and sometimes 
gummatous necrosis greatly augment the massive- 
ness of the breakdown process. Arteriolar sclerosis 
increases the tendency of stroma to break down. 
Latent uremia and diabetes are apparently other 
factors in the occurrence of breakdown. Breakdown 
is dependent also on the general health of the stroma 
and of the patient. Local conditions are of great 
importance. Tissues subjected to irradiation have 
a reduced reaction to infection. The anatomical 
arrangement of the part irradiated, such as the 
proximity of bones, tendons, cartilage, and fascia, 
is important. 

In the presence of asepsis, slow repair may take 
place, but when sepsis is present, casting off occurs. 
Following observations made on tissues subjected 
to excessive dosage, the author made similar obser- 
vations after the use of therapeutic doses to deter- 
mine whether the latter caused similar changes. In 
experiments on dogs, radon needles 2 cm. long 
which contained 2.0 mc. per centimeter of length 
and were screened with from o.5 to 0.8 mm. of 
platinum were implanted under the skin of the fore- 
limbs and the skin of the ears and left in place for 
six days. The ears were examined three weeks later 
and the forelimbs eight weeks later. The cartilage 
showed destruction of the perichondrium with de- 
generation of some of the chondrocytes and a be- 
ginning granulation-tissue invasion of the cartilage. 
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The bones showed subperiosteal rarefaction with 
granulation-tissue formation. These changes were 
definite evidences of superficial destruction of the 
bone and cartilage. Repair was taking place. Ac- 
cording to Phemister’s findings, a flake-like seques- 
tration would have resulted if infection had occurred 

Muscle tissue close to bone which has been irra- 
diated frequently shows necrosis. According to 
Mottram, this is due to the secondary irradiation 
from the bone. In the treatment of tumors of the 
mouth by irradiation, necrosis of muscle near bone 
and necrosis of irradiated bone occur frequently if 
infection develops. 

In subacute necrosis the underlying factor is 
failure of repair. Subacute necrosis is a common 
consequence of acute necrosis and frequently occurs 
in cases in which the reaction to irradiation is normal 
and healing is expected. One of the chief causes of 
recurrence is syphilis. The author describes the 
pathological changes in detail with photomicro- 
graphs. He states that the question of the adequacy 
of the blood supply also arises even though ligation 
of the external carotid artery of the affected side 
has in some cases been followed by prompt healing. 
Ultimate healing occurs only when the new forma- 
tion of hyaline tissue ceases and the remnants of 
this tissue are removed. This tissue is replaced by 
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a poorly formed granulation tissue, and healing 
takes place over this foundation. 

Late necrosis occurs in scars resulting from inten 
sive X-ray or radium irradiation. In a non-ulcerate«| 
area of specimens of such necrosis the author foun 
slight thinning of the area with almost complete loss 
of papillation, sweat and sebaceous glands, ani 
hairs. The fibrous corium showed an irregular over 
growth of fibrous and elastic tissue. There was evi 
dence of the formation of fibrous tissue. Telangic: 
tasis was well developed. While other investigators 
have reported progressive endarteritis obliterans, 
Wright was unable to find any evidence of this 
change in two cases of late necrosis. The skin tem- 
perature in the scarred area is less stable than that 
in normal tissue, but no lower. Wright concludes 
that the total blood flow in the scar produced by 
radium well screened with 0.5 mm. of platinum and 
in the thick scar produced by lightly screened X-rays 
is no less than that in normal skin, and that therefore 
the cause of the ulceration is not a decrease in the 
blood supply. His findings show that the epitheliiim 
is thin and devoid of appendages. There appears to 
be a premature aging of the cell constituents. ‘| he 
ultimate death of the latter appears to be analogous 
to the changes observed by Spear in tissue cultures. 

A. James Larkin, M.1) 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Cutting, R. A.: The Absorption of Dextrose and 
Water by the Small Intestine and the Colon: 
An Experimental Study. Arch. Surg., 1934, 29: 
043. 

Cutting says that in view of the relative facility 
with which the colon absorbs water and, according 
to his experimental findings, dextrose as well, the 
prejudice of many surgeons against proctoclysis is 
difficult to understand. 

In the human adult there are at least 2,110 sq. cm. 
of mucosal surface in the colon, and if the human 
colon absorbs at the same rate as the colon of the 
dog, it is capable of absorbing about 240 c.cm. of 
water and 30 gm. of dextrose per hour from a procto- 
clysis of 5 per cent dextrose solution. 

Failure in the use of proctoclysis is due to too 
rapid administration, which favors expulsion or leak- 
age, or the use of hypertonic solutions, which tend to 
withdraw fluid from the tissues and are inimical 
to the absorption of water or dextrose. 

Experimental findings in regard to the absorption 
of dextrose by the colon have yielded markedly dif- 
ferent results and are far from conclusive. The 
problem is far more difficult than it appears to be at 
first. The blood-sugar level does not rise proportion- 


ately with the intestinal absorption of dextrose. In 
75 per cent of cases the anesthetic agent and surgical 
manipulation cause a rise in the general blood-sugar 
level. Conclusions based on variations of the respira- 
tory quotient as an index of intestinal absorption of 


dextrose are valueless. The introduction of meas- 
ured amounts of solution into the intact intestinal 
canal through the rectum and their recovery by the 
same route can never be accurate. 

The author’s experiments, in which trauma was 
reduced to the minimum, the periods of observation 
were long, and accurately measured areas of intesti- 
nal mucosa were compared, demonstrated that the 
colon absorbs dextrose as actively as the ileum and 
absorbs water in far larger amounts than the ileum. 

GeorceE A. Co.iett, M.D. 


Phemister, D. B., and Livingstone, H.: Primary 
Shock. Ann. Surg., 1934, 100: 714. 


Psychic effects on the medullary centers caused by 
pain or fear from injury or operation may result in a 
fall in the blood pressure, bradycardia, pallor, and 
faintness which constitute elements in the syndrome 
of shock. Abdominal operations, especially those on 
the stomach and bitiary tract, may cause a fall in the 
blood pressure to shock levels and bradycardia, 
probably as the result of stimulation of the auto- 
nomic fibers of the vagus nerve. 


As a rule, these primary psychogenic and neuro- 
genic depressor reactions are transient and of minor 
importance, but occasionally they may be severe. 
They may be designated as primary shock. If other 
factors lowering the blood pressure, such as hamor- 
rhage, are superimposed, a marked state of second- 
ary shock may develop. 

Injury and stimulation of somatic nerve trunks in 
accidental wounds and operations usually do not 
cause a fall in the blood pressure or any other shock 
phenomena if hemostasis and anwsthesia are ade- 
quate. However, there are cases in which a fall in 
the blood pressure occurs early without a known 
cause and under such circumstances it is difficult to 
rule out a nervous factor. 

The fall in the blood pressure occurring immediate- 
ly after the release of a tourniquet is due largely 
to the entrance of blood into the extremity which 
then becomes the site of a reactive hyperamia. 
However, it is impossible to rule out completely the 
operation of nerve impulses or toxic substances. 

Primary and secondary shock should be recognized 
on the basis of a difference in causation rather than a 
difference in the time of their occurrence. 

GrorceE A, Cotietr, M.D. 


Brooks, B., and Blalock, A.: Shock, with Particular 
Reference to That Due to Hzmorrhage and 
Trauma to Muscles. Ann. Surg., 1934, 100: 728. 


The authors consider two of the various methods 
by which experimental shock may be produced. 
These are about as free from complicating factors as 
any that can be used. The first is traumatization 
of the soft tissues of an extremity, and the second 
the removal of blood from a large vessel to reduce 
the quantity of circulating blood. 

Employing the method of traumatization of an 
extremity under general anaesthesia, experimenters 
have shown that the production of the shock was 
associated with the loss of approximately one-half 
of the total blood volume into the injured part. 
This loss is sufficient to cause low blood pressure and 
death. There occurred also an increase in the con- 
centration of the red blood cells, a negative response 
to the transfusion of blood, and capillary congestion 
and hemorrhage in many of the organs of the body. 

Since the results of experiments indicated so 
clearly that the cause of death was the loss of 
plasma and red blood cells into the injured extrem- 
ity, the authors believed it reasonable to conclude 
that similar alterations might be produced by the 
removal of blood from the body—by hemorrhage 
to the outside. They therefore carried out experi- 
ments in which the blood pressure was gradually 
reduced by the slow withdrawal of blood from the 
femoral artery under local anesthesia and the blood 
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pressure was kept at a low level for as long as pos- 
sible prior to death. The records in these experi- 
ments were quite similar to those obtained when an 
extremity was traumatized. 

In an attempt to classify acute circulatory failure 
from a physiological viewpoint the authors dis- 
tinguish the following four types: 

1. The hematogenic, i.e., shock characterized by 
a decrease in the blood volume, vasoconstriction, a 
decrease in the output of the heart, and subse- 
quently a decline in the blood pressure. The sim- 
plest example is shock from uncomplicated hemor- 
rhage. Of the same type is shock following trauma 
to large masses of muscle. 

2. The neurogenic, i.e., shock in which there is 
a vasodilatation dependent on a decrease of con- 
strictor tone brought about by influences acting 
through the nervous system. Collapse, or primary 
shock, is of this type. 

3. The vasogenic, i.e., the condition in which the 
vascular dilatation is brought about by agencies 
acting directly on the blood vessels. Histamin 
probably exerts the major portion of its effect in 
this manner. 

4. The cardiogenic, i.e., the condition in which 
acute circulatory failure occurs as a result of a pri- 
mary disturbance of the heart. This is characterized 
by venous distention, in contradistinction to the 
collapsed condition of the veins found in peripheral 
circulatory failure. This type of alteration is pro- 


duced by a rapid accumulation of fluid in the peri- 
cardial cavity. 


SAMUEL Kaun, M.D. 


Heuer, G. J., and Andrus, W. DeW.: The Effect of 
Adrenal Cortical Extract in Controlling Shock 
Following the Injection of Aqueous Extracts of 
Closed Intestinal Loops. Ann. Surg., 1934, 100: 
734- 


In experiments carried out on dogs the authors 
found that the intravenous injection of aqueous 
extracts of high intestinal loops with fatal obstruc- 
tion produced a marked primary fall in the blood 
pressure followed by a secondary rise of varying 
degree which in turn was followed by a more gradual 
fall to a definite shock level. 

The primary fall in the blood pressure seemed to 
be due to marked vasodilatation, while the second 
fall was associated with the loss of plasma-like fluid 
from the circulating blood. 

Simultaneous injection of adrenal cortical extract 
into the contralateral femoral vein had a markedly 
beneficial effect in lessening both the degree of the 
drop in the blood pressure and the amount of plasma 
loss, and in prolonging the life of the animal after the 
injection of an aqueous extract of obstructed loop. 
This protective action was destroyed by boiling the 
cortical extract for one minute. 

When, an hour or so after the injection of aqueous 
extract of obstructed loops, an animal was in a state 
of profound shock with a low blood pressure and 
decreased plasma volume, the intravenous injection 
of normal saline solution, gum-acacia Ringer’s solu- 
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tion, a 10 per cent glucose solution, or blood failed 
to restore the blood pressure materially or to prevent 
further and serious lowering of the plasma volume 
followed by death. 

Extract of adrenal cortex alone was definitely less 
effective in reviving an animal in this condition, but 
the administration of this extract simultaneous! 
with transfusion had a markedly beneficial effect, 
eventually raising the blood pressure to nearly the 
normal level and maintaining it, restoring the plasma 
volume, and preventing subsequent loss of the fluid 
elements of the blood, thereby prolonging life. 

SAMUEL Kaan, M.1) 


Allen, E. V.: Lymphaedema of the Extremities: 
Classification, Etiology, and Differential Dias- 
nosis. A Study of 300 Cases. Arch. Int. Med., 10 +4, 
54: 606. 


It is apparent that relatively little is known about 
lymphoedema. In a study such as that reported in 
this article much depends on the accuracy and \c 
tails of the clinical history and examination of the 
patients. Invariably when the study of patients 
with a specific condition has been carried out |y 
diagnosticians with diverse interests, too much ei 
phasis has been placed on the diagnosis and ti 
little on the details of the history and the manifesia 
tions of the illness. In the author’s study this dilii- 
culty was offset somewhat by the fact that in recent 
years the study of lymphoedema at the Mayo Clinic 
has been centralized. It is only by concentrated 
inquiry that minutia of development can be traced 
consecutively, and it is only when this is done that 
facts about the evolution of lymphoedema can be 
arranged in an orderly pattern. 

The experimental data on lymphoedema are con 
fusing, somewhat contradictory, and at best in 
adequate and almost inconsequential with respect 
to their worth in the interpretation of clinical 
phenomena. No condition simulating chronic lym 
phoedema in man has been produced in animals, an« 
the experimental procedures so far executed appear 
insufficient when compared with those used in the 
production of venous cedema. Mechanical metho«ls 
for interrupting the flow of lymph at the root of the 
leg should be, a priori, as devoid of results as those 
for mechanically interrupting the flow of venous 
blood. As multiple ligations of veins in the same 
area do not produce venous oedema, it is not su! 
prising that resection of the pelvic and inguinal 
lymph vessels does not produce lymphacdema. 1°: 
periments producing lymphatic thrombosis simil:r 
to those producing venous thrombosis with venous 
cedema are necessary. Relatively little is known 
about the collateral circulation of lymph at ‘he 
junction of the extremity and the body. Althoush 
all lymph vessels join at the groin and axilla and piss 
along the large blood vessels, it is important to kn 
about the connection of lymph vessels below th«sc 
regions with the lymph vessels of the abdominal «11111 
thoracic walls and the back. As collateral circii!a- 
tion of the venous blood may be carried on by ©! 
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lateral channels from the root of the limb to the 
trunk, it is probable that the conditions as regards 
the lymph vessels are analogous, especially as there 
is an analogy between the veins and lymph vessels 
in every other important regard. 

Even the clinical diagnosis of lymphoedema is 
sometimes uncertain, a fact best evidenced by the 
equivocal parts played by lymphatic and venous 
obstruction in phlegmasia alba dolens. This un- 
certainty is due to the lack of conclusive tests for 
lymphatic obstruction. Solution of the problem of 
distinguishing lymphoedema from other types of 
adema may be found in analysis of the fluid in the 
«edematous areas, tests of the speed of circulation 
of the lymph in the extremities, or some method of 
visualizing the lymph vessels with dyes or by roent- 
gen studies. The author believes that the experi- 
mental production of chronic lymphoedema would 
be an important step in the solution. 

In conclusion Allen says that relatively little is 
known about the bacteriological and pathological 
changes in the lymphoedematous extremities, and 
that the etiology and the mechanism of production 
of lymphoedema cannot be fully considered without 
the information gained from a careful study of the 
pathological changes and the bacteria involved. 


Meillére, J., and Olivier, H. R.: Surgical Treatment 
of Arterial Hypertension (Traitement chirurgical 
des hypertensions artérielles). J. de chir., 1934, 44: 
342. 


During the last twenty years considerable evi- 
dence has been accumulated with regard to the réle 
of the endocrine glands and the nervous system in 
arterial hypertension. Recently, section of the 
splanchnic nerves or suprarenalectomy has been 
done in quite a number of cases. Arterial hyper- 
tension is not a morbid entity but a syndrome. 

Essential hypertension is of two types: permanent 
and paroxysmal. In progressive permanent hyper- 
tension there is at first a long period during which 
little besides the elevation of the blood pressure is to 
be found. This is followed by a period during which 
signs of functional impairment appear in various 
organs such as the kidneys, heart, and lungs. Par- 
oxysmal hypertension may come on at varying in- 
tervals. It is characterized by signs of localized or 
generalized vasoconstriction such as headache, epi- 
gastric pain, dyspnoea, and anginal pain, and is often 
accompanied by fever. The paroxysmal type may 
gradually evolve into the permanent type. 

Hypertension may occur during puberty, the 
menopause, or pregnancy, after hysterectomy, and 
in cases of tumor of the suprarenal cortex, hyper- 
thyroidism, obesity, diabetes, lead poisoning, syphi- 
litic aortitis, and a variety of other conditions affect- 
ing the nervous system, vascular system, or kidneys. 
The authors give a brief résumé of ten cases re- 
ported in the literature which were treated by sec- 
tion of the splanchnic nerves and thirty-six cases in 
which suprarenalectomy was performed. They di- 
vide the latter as follows: 
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1. Five cases of suprarenalectomy for paroxysmal 
hypertension with ablation of chromaffin tumors of 
the suprarenal medulla or analogous tumors in that 
region. 

2. Five cases of suprarenalectomy for permanent 
hypertension with a suprarenal tumor. In three of 
these cases there was a diffuse adenoma or tumor of 
the suprarenal cortex and in two a tumor of the su- 
prarenal cortex with a suprarenal-genital syndrome. 

3. Twenty cases of suprarenalectomy for extreme 
hypertension in which the suprarenals were normal 
or only slightly hyperplastic. In eighteen of these 
cases there was a permanent hypertension and in 
two a paroxysmal hypertension. 

After a review of the results obtained in these 
cases the authors conclude that suprarenalectomy is 
the procedure of choice. They advocate partial 
bilateral suprarenalectomy rather than operation on 
only one side. Marsu W. Poo.r, M.D. 


Brocher, J. E. W.: The States of Inhibition of the 
Bone Marrow (Les états d’inhibition de la moelle 
osseuse). Ann. d’anat. path., 1934, 11: 585. 


The author discusses in detail the neutropenic 
states and the conditions which may give rise to 
them. He calls attention to the fact that formerly 
neutropenia was usually reported to follow either a 
blood disease or an infection. More recently agranu- 
locytosis has been found to follow the use of the 
X-rays, radio-active substances, benzol and its de- 
rivatives, and certain heavy metals. In a group of 
cases reported there were marked decreases in the 
leucocyte count after the use of various toxic agents. 

Agranulocytosis and aleukemic leukemia in the 
end-stages of inhibition are considered to be the re- 
sults of an insufficient reaction of the bone marrow 
with a consequent diminution in the defensive forces 
of the hematopoietic system to infection. Brocher 
regards agranulocytosis as the expression of a devi- 
ated or unfinished phase of a normal biological 
phenomenon. Howarp L. Att, ‘M.D. 


Patrassi, G.: Changes in the Cell Picture in the 
Bone Marrow in Infectious Diseases and the 
Origin of the Toxic Granulations in the Neu- 
trophile Cells in the Circulation (Modifica- 
zioni del quadro citologico midollare nelle malattie 
infettive e genesi delle granulazioni tossiche dei 
neutrofili circolanti). Sperimentale, 1934, 88: 354. 


The object of the investigation reported was to 
determine whether the toxic granules of the neu- 
trophile cells in infectious diseases originate in the 
bone marrow or in the peripheral blood. A study was 
made of the bone marrow of sixty-two individuals 


who had died of infectious diseases. In the cases of 
eleven of these individuals toxic granulations had 
been discovered in smears of the blood during life. 
To serve as a control, a similar study was made in 
fourteen cases of non-infectious diseases. The 
smears of the bone marrow were stained with the 
stains that are specific for the granulations studied — 
the methods of Mommsen, Hirschfeld, and Freifeld. 
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Immature cells of the granulocyte series pre- 
dominated over the other types of cells, with many 
myelocytes and a smaller number of myeloblasts. 
There was a marked abundance of immature azu- 
rophile granules in the myelocytes and even in the 
metamyelocytes and the neutrophiles with red 
nuclei, which indicates rapid and incomplete matura- 
tion of the protoplasm. On the other hand, seg- 
mented neutrophiles were rare and true toxic 
granules were still rarer and contained only in some 
of the latter cells. 

The author therefore concludes that the toxic 
granules do not originate in the bone marrow, and 
that possibly in the examinations of bone marrow 
made heretofore immature azurophile granules were 
confused with true toxic granules. He regards it as 
probable that there is a myelogenous factor in the pro- 
duction of these granulations to the extent that im- 
mature cells enter the circulation during the course 
of infectious diseases. He states that this is in- 
dicated by the shifting to the left in the leucocyte 
picture and the azurophilia of the neutrophiles both 
in the bone marrow and in the circulating blood. The 
neutrophile granules of these cells are functionally 
weaker than those of mature cells. Under the action 
of the toxins their reactive capacity becomes ex- 
hausted and they undergo a retrogression character- 
ized by intense basophilia and finally become true 
toxic granules. Auprey Goss Morcan, M.D. 


Jarre, H. A., and Cumming, R. E.: Pyeloperistalsis 
Characteristically Altered by Infection, with 
Notes on the Functional Behavior of Other 
Hollow Viscera. Radiology, 1934, 23: 299. 


The authors state that roentgenological recording 
and evaluation of function generally do not receive 
the attention they deserve. Particularly in connec- 
tion with the urinary passages, very little study has 
been devoted to them. Excretion pyelography pre- 
sents new opportunities for roentgen study with 
avoidance of some of the fallacies associated with 
the retrograde method in which necessary trau- 
matism and unphysiological procedures frequently 
led to faulty conclusions. 

As a preliminary to the report of their investiga- 
tions the authors discuss at some length our present 
knowledge regarding the muscle tissue in the urinary 
transportation tracts and call attention to previous 
investigations made mainly by fluoroscopic studies 
of injected fluids by the retrograde process. In their 
own investigations they employed the serial-roent- 
genographic method and chiefly excretion pyelog- 
raphy with various media. They include in their 
article several pyelograms made by the retrograde 
method to show the differences between such pyelo- 
grams and those of excretion pyelography. 

The technique used in obtaining the roentgeno- 
grams is described in detail. Series of normal and 
pathological pyelograms are presented to show regu- 
lar and abnormal peristaltic cycles traversing the 
various renal segments. The motor phenomena are 
regarded by the author as analogous to the “gra- 
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dients” of peristalsis conceived of by Alvarez in 
connection with rhythmicity, irritability, latent pe- 
riod, tone, muscular strength, and metabolic rate for 
the gastro-intestinal tract. 

The authors’ findings are summarized as follows: 

1. A rhythmic, progressive, descending pro 
peristalsis of the normal renal pelvis is demon- 
strated by fast serial pyelography. 

2. This is different from the “alternating” type 
of renal peristalsis described by Legueu, Fey, and 
Truchot, which is considered to be the result of un- 
physiological or pathological conditions, but seems 
to occur regularly with any instrumental or injec. 
tious disturbance in the urinary tract. 

3. Pyelonephritis produces a characteristic alter- 
ation of pyeloperistalsis ranging from “alternating” 
peristalsis through inhibition to complete organic 
immobilization, depending on the type, virulence, 
duration, and location of the infection and the re 
action between the infecting agent and the host 

4. The characteristic functional effect of low per: 
ureteritis is shown by properistalsis and antiperis- 
talsis in the upper ureteral segments. 

Analogies and characteristic differences in the 
functional behavior of various hollow viscera are 
briefly reviewed and reference is made to previous 
publications along this line, especially with regard to 
bronchial peristalsis in health and certain disc:se 
conditions. ApotpH Hartune, M.!) 


Bennett, T. I.: Gee’s Disease. Lancet, 1934, 227: 7 40. 


Gee’s disease, which was described by Gee us a 
cardiac affection, has been designated also as “non 
tropical sprue” and “idiopathic steatorrhoea.”” Ben 
nett reports the case of a girl dying at nineteen years 
of age who had had the condition all her life. [le 
then discusses the main features of the disease on the 
basis of this case and cases previously reported. 

Steatorrhoea is characteristic. Analysis of the 
faeces in seven cases showed that more than hall of 
the dried faces is fat. As most of the fat is split, it is 
apparent that pancreatic function is adequate 
Anemia is usually present. It may be hypochromic, 
but typically is hyperchromic megalocytic. Tetany 
may be latent or manifest. The blood calcium is o! 
ten low, this fact distinguishing the bony deformitics 
of steatorrhoea from those of hyperparathyroidis 
In many cases the blood-sugar values do not rise on 
application of the usual glucose-tolerance test. 

In the treatment the diet should be as free from 
fat as possible. Large doses of iron and calcium have 
a good effect. Liver extract is of value for the macro- 
cytic type of anemia. In cases with excessive s:'s 
formation from the dietary starch takadiastase is 
beneficial. Paut Starr, M.D 


Roberts, S. R., and Kracke, R. R.: Further Studies 
on Granulopenia, with a Report of Twelve 
Cases. Ann. Int. Med., 1934, 8: 129. 


Twelve cases of acute, complete granulopenia «re 
reported. Attention is called to the fact that six of 
the patients were lean, pale, asthenic women with 
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little reserve. Of the eleven patients who died, two 
died in a second attack and one in a third attack. 
Only three of those who died developed a leucocytosis 
after the granulopenic attack. Treatment by ir- 
radiation, transfusion, and the administration of 
liver extract, pentose nucleotide, and foreign protein 
was disappointing. Adenin sulphate was not used 
as the authors see no reason why it should be of aid. 
The objectives of treatment are the maintenance of 
life and strength by general measures and stimula- 
tion of the bone marrow. The latter is apparently 
impossible by any known drug or specific measure. 
After necrosis and sepsis in two of the reported cases 
the authors observed a rise in the granulocytes from 
none to 25,000 and 40,000 respectively in four days. 
They believe that sepsis and necrosis are the chief 
desiderata in every case of complete granulopznia, 
and that it is well to avoid surgical treatment of the 
necrotic areas. For cases with no evidence of sepsis 
and necrosis they suggest the injection of living 
staphylococci into the skin or the intramuscular 
administration of from 5- to 1o-minim doses of 
turpentine. Their patient who survived was treated 
with injections of turpentine. 

The authors use the terms “‘compiete granulope- 
nia” and “‘incomplete granulopenia” to distinguish 
the rare disease from the frequent disease. The 
evolution of the condition is divided into five stages, 
viz., selective bone-marrow failure, a gradual de- 
crease in the granulocytes in the blood to complete 
or near complete absence of these cells, the develop- 
ment of clinical symptoms, sepsis, and, finally, an 
increase in the number of granulocytes or death. 
The granulopenias have been classified into ten 


types, of which acute, complete granulopznia is one. 
A low granulocyte count is not proof of itself that 
the disease is granulopenia since a low count 
(leucopenia) is characteristic of certain infections 
and may occur in association with others. One out 
of every four patients may be expected to have a mild 
granulopenia. According to the literature, agranu- 


locytosis is of world-wide distribution. However, 
most cases have, of course, been reported from 
centers in which the blood count is a routine proce- 
dure. The disease may occur at any age, but is most 
common in middle life. Its cause is unknown. It is 
rare to see a case without a hemorrhagic tendency. 
The manifestations of the latter vary from haemor- 
thages seen only at autopsy to a condition simulating 
purpura. The acute, incomplete granulopenia is 
commonly far milder than the complete form. As 
long as granulocytes remain in the blood there is 
probably some myelocytic activity. Good nursing, 
food, and water, fresh air, and a watchful, expectant 
attitude may be all that is advisable. The tendency 
in the care of patients with incomplete granulopenia 
is to do too much. WALTER H. Napier, M.D. 


Becker, S. W.: Melanotic Neoplasms of the Skin. 
Am. J. Cancer, 1934, 22: 17. 


Modern pigment study carried out mainly by 
means of the silver and ‘‘dopa”’ reactions shows that 
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at the junction of the epidermis and dermis there are 
specialized cells which are capable of forming pig- 
ment. The first sign of pigment activity in the 
embryo is the positive dopa reaction in a branched 
cell in that location. This is followed by the appear- 
ance of melanin granules in the branched cells and 
later in the palisade basal cells. The pigment- 
forming cells are called ‘‘melanoblasts” in contra- 
distinction to phagocytic dermal cells which are 
called ‘‘chromatophores.”” An increase in the 
number of melanoblasts at the epidermodermal 
junction results in a smooth brown nevus. In 
elevated navi the dermis shows masses of pale- 
staining cells which are similar in staining properties 
and pigment content to the epidermal melanoblasts 
and are thought to be derived from the same source. 
The source of melanoblasts is not definitely known, 
but more and more workers are accepting the theory 
that these cells are of nervous origin. If melano- 
blasts are located deeply in the dermis a blue nevus 
or Mongolian spot results. The distribution here is 
essentially the same as that in the blue skin of the 
ape. 

Pigment activity due to irradiation by ultraviolet 
or alpha rays consists of prominence and branching 
of melanoblasts followed by hyperpigmentation of 
palisade basal cells. Pigment activity occurring 
spontaneously with no demonstrable cause results in 
the same histological picture. The resulting lesion, 
known as “lentigo,” has no relationship to the com- 
mon freckle known as “ephelid.” If this stimulation 
of pigment activity increases to the point at which 
melanoblastic proliferation occurs, the lesion is 
known as “lentigo maligna” and is already a 
malignant melanoma. Further activity results in a 
melanoma of either the fusiform-cell type—the so- 
called melanosarcoma—or the ovoid-cell type—the 
melanocarcinoma. The occurrence of both types of 
cell in the same primary or metastatic growth 
demonstrates the futility of trying to classify 
melanomata as ‘“‘sarcomata” or ‘carcinomata.”’ 
The best designation is ‘malignant melanoma.” 
The melanoma arising from a pigmented nevus has 
its origin in the melanoblastic cells at the epidermo- 
dermal junction and not in deeply lying nevus cells 
as has been sometimes supposed. 

““Melanotic epithelioma” and ‘‘ pigmented epithe- 
lioma”’ are terms used to designate a benign epi- 
dermal neoplastic tumor containing considerable 
melanin. Lesions of this type are closely related to 
the so-called senile or seborrhocic verruca and almost 
never undergo malignant degeneration. In a study 
of cutaneous carcinomata it was found that 33 per 
cent of the basal-cell tumors, 14 per cent of the 
intermediate-cell tumors, 9 per cent of the mixed-cell 
tumors, and 7 per cent of the squamous-cell tumors 
contained melanin demonstrable by the silver 
technique. The pigment in these tumors is due to 
the presence of melanoblasts which cannot be dis- 
tinguished from normal melanoblastic cells on the 
basis of the type and arrangement of the melanin 
granules. In rather unusual cases carcinoma of the 
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breast which has invaded the skin is intimately 
associated with melanoblastic cells which are normal. 
Josepn K. Narat, M.D. 


Gomes da Costa, S. F.: The Action on Certain 
Fermentative Processes in Tumor Tissue of 
Substances That Cause Hypoglyczemia (Accao 
das substancias hipoglicemizantes sébre_ certos 
processos fermentativos do tecido neoplasico). 
Arq. de patol., 1934, 6: 215. 


Warburg showed the important part played by 
carbohydrates in the metabolism of cancer tissue. 
There are many similarities in the changes of metab- 
olism in diabetes and cancer. The effects produced 
by insulin in diabetes and cancer are very similar to 
those produced by radium in cancer. These facts 
led the author to make a study of the effects pro- 
duced by substances that cause hypoglycemia on 
carbohydrate metabolism in tumor tissues. From 
his investigation he draws the following conclusion: 

Insulin injected into tumor-bearing animals 
causes a decrease in the size of the tumor but not its 
complete disappearance. In animals painted with 
tar, insulin retards the development of tumor. Ani- 
mals with cancer are more resistant to the action of 
large doses of insulin than normal animals. Both 
normal and tumor tissues contain a substance that 
causes hypoglycemia, an insulinoid. This substance 
is more abundant in tumor tissues than in normal 
tissues. Insulin, even in low concentration, prevents 
the development of cultures both of normal and 
tumor tissues. Cancer tissue is more sensitive to 


this action than normal tissues. Very weak concen- 
trations of insulin may favor the development of 


cultures of tumor tissues. 

Insulin increases the consumption of glucose in 
cultures, particularly when it inhibits their develop- 
ment. Both stable and unstable glucose can be 
demonstrated in the blood of persons with cancer. 
The amount of the latter is less than the amount in 
normal blood and greater than the amount in the 
blood of diabetics. Possibly insulin causes the 
production of unstable glucose in the blood of 
persons with cancer, but this is less marked than in 
the blood of diabetics. As in normal individuals, 
glucose is found in the serum of diabetics and persons 
with cancer, not in its colloidal form, but in solution 
and not combined with proteins. 

Irradiation of the hind legs of normal rabbits in 
small doses causes hyperglycemia, and in large doses, 
hypoglycemia. After irradiation of tumors in dogs 
there is hyperadrenalinemia and hyperglycemia. 
In normal or diabetic dogs and man irradiation 
causes hyperadrenalinemia and hyperglycemia 
followed by hyperinsulinemia and hypoglycemia. 
In rabbits with tumors the hyperglycemia caused by 
irradiation is more prolonged than that caused by 
irradiation in normal rabbits. The percentage of 
glycogen in Ehrlich’s adenocarcinoma in mice de- 
creases as the development of the tumor progresses. 
This is true of the glycogen of the liver, which is 
smaller in amount than tumor glycogen. Irradiation 
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of tumor-bearing animals causes a decrease of 
glycogen both in the tumor and in the liver. If the 
tumor is irradiated directly there is a more marked 
decrease of glycogen in the tumor than in the liver. 
If neither the tumor nor the liver is irradiated <i- 
rectly the decrease of glycogen is greater in the liver 
than in the tumor. 

In mice with adenocarcinoma the injection of 
insulin with glucose causes a decrease of glycogen in 
the tumor and particularly in the liver. In animals 
with cancer insulin does not further the synthesis of 
glycogen in the liver as it does under normal con 
ditions. The percentage of lactic acid in the tissues 
and blood is much higher in persons with cancer than 
in normal individuals. The metabolism of the cancer 
cell is partly a metabolism of oxidation and partl\ a 
metabolism of fermentation. Anaérobic glycolysis is 
the only known metabolic function which is com 
patible with intense proliferation of tumor ce!|s 
Insulin when very greatly diluted increases respira 
tion and decreases glycolysis in tumor tissues. Hiy! 
er concentrations decrease respiration and increase 
glycolysis. With still stronger concentrations the 
action is reversed. 

The reducing power of tumor tissue is greater than 
that of normal muscle tissue. Glutathionemia is 
less than normal in man and animals with cancer. 
Insulin increases glutathionemia in animals with 
tumor. The action of insulin, guanidin, morphine, 
and codein on the reducing capacity of muscle is 
stimulating or paralyzing, depending on the con 
centration. Increase and decrease alternate as the 
concentrations increase. This is true also in tumor 
tissue which seems to be more sensitive to these 
actions than normal muscle tissue. 

The local application of insulin in the proper 
dosage brings about cicatrization of cancerous ulcers 
of the skin and retrogression of tumor tissue. Other 
substances which cause hypoglycemia, such as 
guanidin, Synthalin A and B, morphine, codein, 
ergotamin, and extract of galega, may also cause 
cicatrization of cancerous ulcers of the skin in proper 
doses. Doses of morphine, ergotamin, and galega 
which produce hyperglycemia cause increased 
growth of tumor tissue. The alkaloids of opium 
which do not cause hypoglycemia do not have any 
effect on skin cancers. 

Roentgen-ray irradiation in doses of from 1,200 to 
1,600 r cause only epilation and epidermal desquama 
tion of the skin of the rabbit. Doses of from 3,200 to 
4,000 r cause epidermitis. The dermis is expose, 
but as a rule dermitis does not result. If insulin is 
rubbed locally into the normal skin of the rabbit 
after epilation, all of the skin reactions to roentgen 
irradiations appear earlier and are more intense 
These symptoms disappear more rapidly in the skin 
of the thigh that has been treated with insulin than 
in the skin of the thigh that has not been so treated. 
The injection of insulin does not sensitize the skin of 
rabbits to the action of roentgen rays. 

Irradiation decreases the oxidation-reducing «:- 
pacity of the muscles and particularly that of tumor 
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tissue. Irradiation of muscle by roentgen rays in 
vitro with a dose of 300 r increases the oxidation- 
reducing capacity of the tissue, but this has not been 
confirmed by irradiation in vive. Insulin intensifies 
the action of roentgen rays on the oxidation-reducing 
capacity of muscle and particularly on that of tumor 
tissues except in cases in which a very strong or a 
very weak dose of insulin in itself increases the 
oxidation-reducing capacity. Under the latter cir- 
cumstances the association of insulin and roentgen 
rays seems to increase the oxidation-reducing capac- 
ity of muscle, and particularly tumor tissue, still 
further. Ulcerated tumors of the skin which are 
resistant to irradiation do not heal readily under the 
local action of insulin, but preliminary application 
of insulin overcomes the radioresistance and in- 
tensifies the action of the rays to such an extent that 
the ulcers can be healed by one-half or one-third of 
the dose of irradiation that proved ineffective before. 
Ulcers which often give rise to malignant tumors 
may be healed by the local application of insulin. 
Aubrey Goss Morean, M.D. 


Casey, A. E.: The Experimental Alteration of Ma- 
lignancy with a Homologous Mammalian 
Tumor Material. I. Results with Intratesticular 
Inoculation. Am. J. Cancer, 1934, 21: 760. 


Many investigators have reported that the injec- 
tion of devitalized cells from embryonic, mammary, 
and tumor tissues will increase the susceptibility 
of rats and mice to tumor transplantation. This 
“manuring of the ground” was brought about by 
injecting an emulsion of the devitalized cells sub- 
cutaneously ten or fifteen days before the tumor 
inoculation. The action of the materials was esti- 
mated from the effects on the primary tumor. The 
occurrence of metastases and phenomena of true 
malignancy were not used as criteria. 

In the experiments reported by Casey the effects 
of the parenteral injection of a homologous tumor 
material two weeks prior to tumor inoculation were 
studied in relation to the growth and malignancy of 
the Brown-Pearce rabbit tumor. Groups of rabbits 
injected intratesticularly with this material and 
inoculated with the tumor two weeks later in the 
same or the other testicle were compared with con- 
trol groups inoculated with the tumor only. During 
a period of two months the material did not of itself 
produce a tumor or any evidence of an inflammatory 
tissue hypersensitivity in the testicle. However, it 
was found to alter the course of the malignant disease 
in the direction of increased malignancy. The effect 
was observed not only in the incidence and the size 
of the primary growth, but also in the incidence, 
number, size, and distribution of the metastases. 
The time of occurrence of paralyses and the length 
of life of animals dying from the tumor were defi- 
nitely shortened and the mortality from the disease 
was increased. 

The nature of the substance concerned is still 
unknown, but evidently the substance is not present 
in fresh and actively growing tumor tissue in an 
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active form or in such tissue is associated with a 
substance or substances capable of masking or sup- 
pressing its activity. It is present in tumors which 
have been removed from animals and preserved for 
a period of ten days or more and in tumors left 
undisturbed and preserved in the animal body. The 
time required for its development or activation and 
the time during which it persists in an active state 
in preserved tissue are still unknown, but experi- 
ments have shown that the active agent is separable 
from intact cells and that the effects produced by 
emulsions of preserved tissue can be obtained also 
by the use of desiccated material and cell-free fil- 
trates of such emulsions. However, in all cases the 
active material has been obtained from a tumor of 
the same kind and not from any other tumor or 
tissue. It is therefore a strictly homologous material. 
With reference to the action of this agent, the 
author points out that, so far, there is no evidence 
that the injection of the material produces a local 
sensitization. The effects are general rather than 
local. Moreover, they are not transient but endur- 
ing, a fact constituting additional evidence of the 
profound systemic action of the material. More- 
over, experiments with mouse tumors have revealed 
the existence of at least two other homologous 
tumor-enhancing materials, one present in a mouse 
sarcoma and the other in a mouse carcinoma, each 
of which differs both from the other and from the 
rabbit-tumor material. Joseeu K. Narat, M.D. 


Casey, A. E.: The Experimental Alteration of 
Malignancy with Homologous Mammalian 
Tumor Material. II. Intracutaneous Inocula- 
tion of Preserved Material. Am. J. Cancer, 
1934, XXxi, 770. 


Experiments were carried out to determine whether 
a homologous tumor material which enhanced every 
observed phase of the rabbit tumor following intra- 
testicular inoculation would have a similar effect 
following the intracutaneous inoculation of the 
Brown-Pearce rabbit tumor into the flank. Groups 
of rabbits which received injections of the material 
in the skin of the flank and inoculated with the tumor 
in the same or a neighboring area two weeks later 
were compared with control groups subjected only 
to tumor inoculation. 

The results in the control animals confirmed the 
previous observation that the rabbit tumor which 
is malignant following intratesticular inoculation is 
a spontaneously regressing, non-metastasizing growth 
following intracutaneous inoculation into the flank. 
However, in the experimental animals which had 
been treated with the homologous material more 
rapidly growing and persistent local tumors oc- 
curred more frequently. Moreover, distant metas- 
tases were discovered in a large percentage of the 
animals. Therefore, in enhancing both the primary 
and the metastatic phases of malignancy the pre- 
served material is not dependent upon intratesticular 
inoculation and is able to overcome the natural 
resistance of the rabbit’s skin to the tumor. The 
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breast which has invaded the skin is intimately 
associated with melanoblastic cells which are normal. 
Josepn K. Narat, M.D. 


Gomes da Costa, S. F.: The Action on Certain 
Fermentative Processes in Tumor Tissue of 
Substances That Cause Hypoglyczemia (Accao 
das substancias hipoglicemizantes sdbre certos 
processos fermentativos do tecido neoplasico). 
Arq. de patol., 1934, 6: 215. 


Warburg showed the important part played by 
carbohydrates in the metabolism of cancer tissue. 
There are many similarities in the changes of metab- 
olism in diabetes and cancer. The effects produced 
by insulin in diabetes and cancer are very similar to 
those produced by radium in cancer. These facts 
led the author to make a study of the effects pro- 
.duced by substances that cause hypoglycemia on 
carbohydrate metabolism in tumor tissues. From 
his investigation he draws the following conclusion: 

Insulin injected into tumor-bearing animals 
causes a decrease in the size of the tumor but not its 
complete disappearance. In animals painted with 
tar, insulin retards the development of tumor. Ani- 
mals with cancer are more resistant to the action of 
large doses of insulin than normal animals. Both 
normal and tumor tissues contain a substance that 
causes hypoglycemia, an insulinoid. This substance 
is more abundant in tumor tissues than in normal 
tissues. Insulin, even in low concentration, prevents 
the development of cultures both of normal and 
tumor tissues. Cancer tissue is more sensitive to 


this action than normal tissues. Very weak concen- 
trations of insulin may favor the development of 


cultures of tumor tissues. 

Insulin increases the consumption of glucose in 
cultures, particularly when it inhibits their develop- 
ment. Both stable and unstable glucose can be 
demonstrated in the blood of persons with cancer. 
The amount of the latter is less than the amount in 
normal blood and greater than the amount in the 
blood of diabetics. Possibly insulin causes the 
production of unstable glucose in the blood of 
persons with cancer, but this is less marked than in 
the blood of diabetics. As in normal individuals, 
glucose is found in the serum of diabetics and persons 
with cancer, not in its colloidal form, but in solution 
and not combined with proteins. 

Irradiation of the hind legs of normal rabbits in 
small doses causes hyperglycemia, and in large doses, 
hypoglycemia. After irradiation of tumors in dogs 
there is hyperadrenalinemia and hyperglycemia. 
In normal or diabetic dogs and man irradiation 
causes hyperadrenalinemia and hyperglycemia 
followed by hyperinsulinemia and hypoglycemia. 
In rabbits with tumors the hyperglycemia caused by 
irradiation is more prolonged than that caused by 
irradiation in normal rabbits. The percentage of 
glycogen in Ehrlich’s adenocarcinoma in mice de- 
creases as the development of the tumor progresses. 
This is true of the glycogen of the liver, which is 
smaller in amount than tumor glycogen. Irradiation 
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of tumor-bearing animals causes a decrease of 
glycogen both in the tumor and in the liver. If the 
tumor is irradiated directly there is a more marked 
decrease of glycogen in the tumor than in the liver. 
If neither the tumor nor the liver is irradiated di- 
rectly the decrease of glycogen is greater in the liver 
than in the tumor. 

In mice with adenocarcinoma the injection of 
insulin with glucose causes a decrease of glycogen in 
the tumor and particularly in the liver. In animals 
with cancer insulin does not further the synthesis of 
glycogen in the liver as it does under normal con- 
ditions. The percentage of lactic acid in the tissues 
and blood is much higher in persons with cancer than 
in normal individuals. The metabolism of the cancer 
cell is partly a metabolism of oxidation and part!\ a 
metabolism of fermentation. Anaérobic glycolysis is 
the only known metabolic function which is com 
patible with intense proliferation of tumor cells. 
Insulin when very greatly diluted increases respira 
tion and decreases glycolysis in tumor tissues. High- 
er concentrations decrease respiration and increase 
glycolysis. With still stronger concentrations the 
action is reversed. 

The reducing power of tumor tissue is greater than 
that of normal muscle tissue. Glutathionemia is 
less than normal in man and animals with cancer. 
Insulin increases glutathionemia in animals with 
tumor. The action of insulin, guanidin, morphine, 
and codein on the reducing capacity of muscle is 
stimulating or paralyzing, depending on the con 
centration. Increase and decrease alternate as the 
concentrations increase. This is true also in tumor 
tissue which seems to be more sensitive to these 
actions than normal muscle tissue. 

The local application of insulin in the proper 
dosage brings about cicatrization of cancerous ulcers 
of the skin and retrogression of tumor tissue. Other 
substances which cause hypoglycemia, such as 
guanidin, Synthalin A and B, morphine, codein, 
ergotamin, and extract of galega, may also cause 
cicatrization of cancerous ulcers of the skin in proper 
doses. Doses of morphine, ergotamin, and galega 
which produce hyperglycemia cause increased 
growth of tumor tissue. The alkaloids of opium 
which do not cause hypoglycemia do not have any 
effect on skin cancers. 

Roentgen-ray irradiation in doses of from 1,200 to 
1,600 r cause only epilation and epidermal desquama- 
tion of the skin of the rabbit. Doses of from 3,200 to 
4,000 r cause epidermitis. The dermis is exposed, 
but as a rule dermitis does not result. If insulin is 
rubbed locally into the normal skin of the rabbit 
after epilation, all of the skin reactions to roentgen 
irradiations appear earlier and are more intense. 
These symptoms disappear more rapidly in the skin 
of the thigh that has been treated with insulin than 
in the skin of the thigh that has not been so treated. 
The injection of insulin does not sensitize the skin of 
rabbits to the action of roentgen rays. 

Irradiation decreases the oxidation-reducing «::- 
pacity of the muscles and particularly that of tumor 
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tissue. Irradiation of muscle by roentgen rays in 
vitro with a dose of 300 r increases the oxidation- 
reducing capacity of the tissue, but this has not been 
confirmed by irradiation in vivo. Insulin intensifies 
the action of roentgen rays on the oxidation-reducing 
capacity of muscle and particularly on that of tumor 
tissues except in cases in which a very strong or a 
very weak dose of insulin in itself increases the 
oxidation-reducing capacity. Under the latter cir- 
cumstances the association of insulin and roentgen 
rays seems to increase the oxidation-reducing capac- 
ity of muscle, and particularly tumor tissue, still 
further. Ulcerated tumors of the skin which are 
resistant to irradiation do not heal readily under the 
local action of insulin, but preliminary application 
of insulin overcomes the radioresistance and in- 
tensifies the action of the rays to such an extent that 
the ulcers can be healed by one-half or one-third of 
the dose of irradiation that proved ineffective before. 
Ulcers which often give rise to malignant tumors 
may be healed by the local application of insulin. 
Aubrey Goss Morgan, M.D. 


Casey, A. E.: The Experimental Alteration of Ma- 
lignancy with a Homologous Mammalian 
Tumor Material. I. Results with Intratesticular 
Inoculation. Am. J. Cancer, 1934, 21: 760. 


Many investigators have reported that the injec- 
tion of devitalized cells from embryonic, mammary, 
and tumor tissues will increase the susceptibility 
of rats and mice to tumor transplantation. This 
“manuring of the ground” was brought about by 
injecting an emulsion of the devitalized cells sub- 
cutaneously ten or fifteen days before the tumor 
inoculation. The action of the materials was esti- 
mated from the effects on the primary tumor. The 
occurrence of metastases and phenomena of true 
malignancy were not used as criteria. 

In the experiments reported by Casey the effects 
of the parenteral injection of a homologous tumor 
material two weeks prior to tumor inoculation were 
studied in relation to the growth and malignancy of 
the Brown-Pearce rabbit tumor. Groups of rabbits 
injected intratesticularly with this material and 
inoculated with the tumor two weeks later in the 
same or the other testicle were compared with con- 
trol groups inoculated with the tumor only. During 
a period of two months the material did not of itself 
produce a tumor or any evidence of an inflammatory 
tissue hypersensitivity in the testicle. However, it 
was found to alter the course of the malignant disease 
in the direction of increased malignancy. ‘The effect 
was observed not only in the incidence and the size 
of the primary growth, but also in the incidence, 
number, size, and distribution of the metastases. 
The time of occurrence of paralyses and the length 
of life of animals dying from the tumor were defi- 
nitely shortened and the mortality from the disease 
was increased. . 

The nature of the substance concerned is still 
unknown, but evidently the substance is not present 
in fresh and actively growing tumor tissue in an 
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active form or in such tissue is associated with a 
substance or substances capable of masking or sup- 
pressing its activity. It is present in tumors which 
have been removed from animals and preserved for 
a period of ten days or more and in tumors left 
undisturbed and preserved in the animal body. The 
time required for its development or activation and 
the time during which it persists in an active state 
in preserved tissue are still unknown, but experi 
ments have shown that the active agent is separable 
from intact cells and that the effects produced by 
emulsions of preserved tissue can be obtained also 
by the use of desiccated material and cell-free fil- 
trates of such emulsions. However, in all cases the 
active material has been obtained from a tumor of 
the same kind and not from any other tumor or 
tissue. It is therefore a strictly homologous material. 
With reference to the action of this agent, the 
author points out that, so far, there is no evidence 
that the injection of the material produces a local 
sensitization. The effects are general rather than 
local. Moreover, they are not transient but endur- 
ing, a fact constituting additional evidence of the 
profound systemic action of the material. More- 
over, experiments with mouse tumors have revealed 
the existence of at least two other homologous 
tumor-enhancing materials, one present in a mouse 
sarcoma and the other in a mouse carcinoma, each 
of which differs both from the other and from the 
rabbit-tumor material. Josern K. Narat, M.D. 


Casey, A. E.: The Experimental Alteration of 
Malignancy with Homologous Mammalian 
Tumor Material. II. Intracutaneous Inocula- 
tion of Preserved Material. Am. J. Cancer, 
1934, xxi, 776. 


Experiments were carried out to determine whether 
a homologous tumor material which enhanced every 
observed phase of the rabbit tumor following intra- 
testicular inoculation would have a similar effect 
following the intracutaneous inoculation of the 
Brown-Pearce rabbit tumor into the flank. Groups 
of rabbits which received injections of the material 
in the skin of the flank and inoculated with the tumor 
in the same or a neighboring area two weeks later 
were compared with control groups subjected only 
to tumor inoculation. 

The results in the control animals confirmed the 
previous observation that the rabbit tumor which 
is malignant following intratesticular inoculation is 
aspontaneously regressing, non-metastasizing growth 
following intracutaneous inoculation into the flank. 
However, in the experimental animals which had 
been treated with the homologous material more 
rapidly growing and persistent local tumors oc- 
curred more frequently. Moreover, distant metas- 
tases were discovered in a large percentage of the 
animals. Therefore, in enhancing both the primary 
and the metastatic phases of malignancy the pre- 
served material is not dependent upon intratesticular 
inoculation and is able to overcome the natural 
resistance of the rabbit’s skin to the tumor. The 
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action of this material was not affected by sex or 
immaturity. 

During the observation period of two months 
there was no evidence that the preserved material 
will of itself produce tumor growth. After from four 
to ten days no palpable lesion remained at the site 
of the injection of the preserved material and the 
animals showed no clinical signs of illness or an 
infectious process. An injection of fresh tumor tissue 
followed two weeks later by a second inoculation of 
living tumor did not result in a more malignant 
course of the disease. Therefore the phenomenon of 
enhancement is not due to the cumulative effect of 
repeated doses of tumor tissue, but must be explained 
on some other basis. Berkefeld V filtrates of the 
preserved material have the same potency as the 
unfiltered emulsion. Josepu K. Narat, M.D. 


Price, L. W.: Metastasis in Squamous Carcinoma. 
Am. J. Cancer, 1934, 22: 1. 


With the possible exception of those in the local 
lymphatic glands, secondary deposits of squamous 
carcinoma are somewhat rare. The problem as to 
what factors determine their development in one 
case of squamous carcinoma and their absence in a 
clinically similar case has not been satisfactorily 
solved. 

In a series of 158 consecutive autopsies carried 
out at the Glasgow Royal Cancer Hospital in cases 
of squamous carcinoma of various regions of the 
body, the primary site and the sites of distant 
metastases were found to be as follows: 


Cases with 


Total cases metastases 
Tongue 


Floor of mouth 


Fauces and pharynx 
Larynx 


6 
2 
° 
2 
° 
4 
° 
3 
I 
I 
° 


~ 
.o) 


Price reports a clinical study regarding the pos- 
sible etiological relationship to the development of 
metastases of: (1) the patient’s age, sex, and general 
condition, (2) the duration of the disease, (3) the 
rate of growth of the primary tumor, (4) the interval 
between the appearance of the primary tumor and 
the development of metastases, and (5) the degree 
of destruction of normal tissues. His findings and 
conclusions are summarized as follows: 

1. The evidence of a general consideration of the 
relationship between the clinical and pathological 
findings indicates that there is no correlation be- 
tween the clinical condition of the patient and the 
development of distant metastases. 

2. There is no constant relationship between the 
site of the primary tumor and the site of the distant 
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metastases. The most common sites of metastases 
in the cases reviewed were the lungs (13 cases), the 
liver (7 cases), and the kidneys (5 cases). 

3. Ina wider study of the development of metas- 
tases from numerous primary tumors of various 
types, the only definite findings were that tumors 
arising in certain primary sites have a tendency to 
form metastases in certain tissues and that there is 
a peculiar relationship between the site of the pri- 
mary tumor and the sites of the secondary deposits. 

Joseru K. Narat, M.1) 


DUCTLESS GLANDS 


Davis, L.: The Relation of the Hypophysis, Hypo- 
thalamus, and the Autonomic Nervous Sys- 
tem to Carbohydrate Metabolism. Ann. Suiy., 
1934, 100: 654. 

In an attempt to explain some of the vagaries of 
disturbed carbohydrate metabolism in cases of (is- 
turbances of the hypophysis and the related struc- 
tures, the author carried out three series of experi- 
ments on cats. In the first series the pancreas was 
removed and later the hypophysis was damaged 
with the Horsley-Clarke stereotaxic apparatus. In 
the second series the lesions were produced in the 
hypothalamus so that the hypophysis was spared, 
and the pancreas was then removed. In the third 
series, stimulation experiments were carried out on 
the autonomic nervous system. 

In the one animal of the first series that survived 
the operative procedures there was no ensuing cvi- 
dence of diabetes. The needle had entered in the 
midline, passing through the third ventricle. ‘lhe 
lesion destroyed a segment of the anterior lobe of the 
hypophysis and a small part of the pars nervosa, «nd 
had caused slight damage to the pars tuberalis. ‘| he 
infundibulum seemed to be at least partly blocked 
by scar tissue, and the pars tuberalis was slightly 
hypertrophied with acini greatly distended by cul- 
loid. The postoptic commissures, the ventral peri- 
ventricular nuclei, and the gray substance of the tip 
of the tuber just rostrad to the infundibulum were 
damaged or entirely destroyed. In the light of the 
work of those who believe that the products of hypo- 
physeal secretion pass from the pars intermedia by 
way of the tissue spaces in the pars nervosa to stimu 
late the tuberal and other anterior hypothalamic 11 
clei, it was interesting to note that in this animal the 
infundibulum was partially blocked and the space 
separating the pars intermedia from the anterior 
lobe was distended and contained a large amount of 
homogeneous material. It has been suggested that 
as a result of nervous impulses from the hypoth:! 
amic nuclei, ripened secretory cells are cast off, in- 
vade the pars nervosa, and become hyaline bocies 
which make their way through the pars nervosa 
toward the infundibular cavity. 

In the second series of the author’s experiment: it 
was found that in the animals which survived the 
pancreatectomy following the hypothalamic injury 
the hypothalamic lesions were placed so that they 
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involved the region of the fornix and affected the 
perifornical nuclei. They were situated in the tuber 
cinereum, where their position was slightly rostro- 
dorsolateral to the mammillary bodies. It is at about 
this level that the ventromedial hypothalamic nu- 
cleus lies. The lesions in the animals which did not 
survive the pancreatectomy did not seriously affect 
this region or left it entirely unscathed on one side of 
the hypothalamus. The evidence indicates that the 
hypothalamic lesion must be not only in a given 
area, but also bilateral and symmetrical. 

Stimulation of the superior cervical sympathetic 
ganglion or the stellate ganglion results in elevation 
of the blood sugar and glycosuria, but in the author’s 
experiments in which hypothalamic lesions were 
produced such stimulation did not result in glyco- 
suria. The conclusion is drawn that the glycosuria is 
the result of the stimulation of the hypothalamic 
nuclei by the hypophyseal substance which in turn 
results from the sympathetic stimulation. 

Joun WILTsrIe Epton, M.D. 


Ellison, E. T., and Wolfe, J. M.: The Effect of Cas- 
tration on the Anterior Hypophysis of the 
Female Rat. Endocrinology, 1934, 18: 555. 


That, in rats, castration leads to an increase in the 
relative number and the size of the basophilic ele- 
ments of the anterior lobe of the hypophysis, which 
become modified and give rise to the so-called cas- 
tration cells, appears fairly definitely established. 
However, with regard to the changes in the eosino- 
philes there is no consensus of opinion. Therefore 
the authors studied the effects of castration in male 
and female rats at definite intervals after castration. 
These studies were both quantitative and qualita- 
tive. Differential cell counts were combined with an 
analysis of the morphological changes. The work 
was controlled by observations on 40 normal female 
rats, and due cognizance was given to the studies 
(Wolfe and Cleveland) on the histology of the ante- 
rior lobe of the hypophysis of the female rat in rela- 
tion to the cell types. 

The results of the study of the hypophyses of too 
female rats from which the ovaries had been re- 
moved from five to five hundred days previously 
were as follows: 

From five to fifteen days after castration the cells 
of Type 3 often exhibited a granular loss. After this 
time they rapidly increased in size and became 
packed with granules which stained deeply with 
aniline blue. At about the thirtieth day after cas- 
tration, large colloid vacuoles appeared in these 
cells and typical ‘‘signet-ring’’ castration cells were 
observed. In thirty-day castrates the average per- 
centage of these cells was 14.2 as compared with 4.6 
in normal non-castrated females. From the thir- 


tieth day after castration there was a gradual de- 
crease in the percentage of the basophilic elements. 

In animals castrated for thirty days, the percent- 
age of castration cells was low (0.9). Thereafter, the 
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number of these cells increased rapidly. In animals 
castrated for one hundred eighty days their mean 
percentage was 13.0 percent. During the same period 
the percentage of cells of Type 3 decreased. 

During the first sixty days of castration there 
was a moderate increase in the percentage of cells of 
Type 1 (eosinophiles). Later, these cells tended to 
decrease in number. 

There was no morphological change in the cells of 
Type 4 (chromophobes) after castration. 

Colloid accumulated in the residual cleft follow- 
ing removal of the ovaries. A. F. Las, M.D. 


Aitken, R.S., and Russell, D.: A Case of Simmonds’ 
Syndrome. Lancet, 1934, 227: 802. 


The authors describe the clinical and pathological 
features of a case of Simmonds’ syndrome —the syn- 
drome of pituitary cachexia—which appeared after 
destruction of the pituitary gland by haemorrhage 
and a chromophobe adenoma of the anterior lobe of 
that gland. SAMUEL Kaun, M.D. 


Bratton, A. B., and Field, A. B.: A Case of Sim- 
monds’ Disease. Lancet, 1934, 227: 806. 


In the case reported by the authors a long series of 
pregnancies was followed by progressive weakness 
and debility, amenorrhcea, loss of pubic and axillary 
hair, headache, vomiting, anorexia, and a subnormal 
temperature. At one time the symptoms suggested a 
mild degree of hyperthyroidism. Autopsy disclosed 
lymphadenoid infiltration of the pituitary gland, de 
struction of both the anterior and posterior lobes of 
that gland by fibrosis, and atrophy of the other en- 
docrine glands and other organs. 

Unusual features were the absence of obvious 
wasting and the destruction of the posterior lobe of 
the pituitary gland by the fibrosis. However, cachexia 
was not invariably present in the cases of Simmonds’ 
disease previously reported. When the anterior lobe 
of the pituitary gland is destroyed by fibrosis the 
posterior lobe almost always escapes. 

SAMUEL Kaun, M.D. 


Grasso, R.: The Possibilities of Local Injury to the 
Tissues from Injections of Adrenalin and Ad- 
renalinized Solutions (Sui possibili danni locali 
delle iniezioni di adrenalina e delle soluzioni adrenaliz- 
zate). Arch. ital. di chir., 1934, 37: I. 

The lesions resulting from the parenteral adminis- 
tration of adrenalin range from simple non-microbic 
necrosis, which is most frequent after the use of 
adrenalinized solutions for hypodermoclysis or in- 
filtration anesthesia, to fulminating gaseous or 
gangrenous phlegmons following the intramuscular 
injection of such solutions. The thirteen cases of 
lesions of the latter type which have been reported 
obviously represent only a small percentage of the 
total number. Grasse has recently observed three 
cases of gangrenous (pyogenic) phlegmons. 

In this article he reports a number of experiments 

-apparently the first on the problem—to determine 
the relative importance of adrenalin per se and of 


168 


bacteria in the production of such lesions. A phleg- 
mon was never produced by the mechanism of endo- 
genous infection (the production of a bacillemia 
followed by the intramuscular injection of adrenalin). 
When intramuscular injections of infected solutions 
of adrenalin were given, abscesses were produced in 
80 per cent of the experiments in which staphylo- 
cocci were used, gaseous gangrene in 100 per cent 
of those in which the bacillus perfringens was used, 
and moist gangrene in 70 per cent of those in which 
the bacillus of malignant cedema was used. Control 
tests with similarly infected solutions of various 
other drugs were negative. Even more heavily con- 
taminated adrenalin solutions injected into richly 
vascularized organs such as the tongue and myo- 
cardium never caused phlegmons, and in tissues of 
the ear or leg rendered hyperemic by a sympathec- 
tomy they produced only mild lesions. 

Sterile adrenalin solutions did not cause local 
lesions but contaminated adrenalin solutions often 
caused immediate death with the picture of acute 
pulmonary cedema when given in less than the lethal 
dose. Sterile adrenalin solutions from flasks (the 
type for general surgical use) always caused ex- 
tensive non-progressive necrosis. Adrenalinized salt 
or glucose solutions for hypodermoclysis never pro- 
duced necrosis. 

The favorable influence of adrenalin on bacterial 
growth is due to its vasoconstrictive action which 
retards absorption and decreases local defenses. 
Possibly there is also a concomitant toxic action. 
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The presence of bacteria retards absorption, thus 
increasing the deleterious local effect. Sterile adren- 
alin passes quickly into the circulation, causing no 
local damage but overwhelming the heart. 

Clinically, concomitant factors such as conditions 
which reduce local resistance and such as the tend- 
ency toward alkalinemia and disturbances of the 
sympathetic nervous system in bronchial asthma, 
are of more importance than contamination of the 
solution. 

From his findings Grasso concludes that any 
substance injurious to the tissues or having a vaso- 
constrictive action should be injected very slowly 
with the most scrupulous precautions for ase)sis 
and that afterward the site of the injection should 
be massaged energetically and a hot water hag 
should be applied for several hours. When the pe- 
ripheral circulation is precarious, adrenalin should 
either be avoided or given intravenously. For in- 
filtration anesthesia, adrenalin preparations of the 
hypodermic type should be used. Adrenalini sed 
solutions should not be employed in conditions 
known to favor necrosis. The only prevention of 
endogenous infection is, possibly, the avoidance of 
adrenalin in the presence of an acute intestinal ‘lis- 
turbance. The physician should not be held resj)0n- 
sible legally for the occurrence of adrenalin gangrene. 

The author’s cases and experiments are reported 
in detail. The article contains illustrations ani is 
supplemented by an extensive bibliography. 

M. E. Morse, M.1). 
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